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owing to the perfect state of solution 
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convalescence after 
serious illness, From 
chemists, 3/- a jar. 
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CONTINUED HYPERTENSION* 


PROGNOSIS FOR SURGICALLY TREATED PATIENTS 


BY 


REGINALD H. SMITHWICK, M.D. 
(Boston, Massachusetts) 


7 From October, 1938, to April, 1943, 263 unselected patients 
© having so-called, essential or malignant hypertension of the 
% continuous variety were treated surgically. A thorough 


denervation of the splanchnic bed was performed in two 


Dh stages spaced eight to ten days apart, utilizing the lumbo- 
dorsal (thoraco-lumbar) technique (Smithwick, 1940). The 


e of this communication is to discuss the present 
status of these patients, all of whom were operated upon 
at least five and at most nine and a half years ago. This 


report deals with 256 patients, or 97.3% of the total 
7} material ; the other seven cases could not be traced. The 
|] investigation was prompted by the high mortality rate for 


patients in the later stages of hypertensive cardiovascular 
disease. 
Method of Study 

The cardiovascular status of these patients was evaluated 
before and after operation as carefully as possible, with 


# particular reference to the cerebral, retinal, cardiac, and 


renal areas. The eyegrounds were examined and described 
by an ophthalmologist and classified into grades or groups 
conforming as closely as possible with those of Keith, 
Wagener, and Barker (1939). The heart was studied by 


means of the electrocardiogram and x-ray films, and evalu-. 


ated clinically by a cardiologist. Information regarding 
the kidney was obtained by means of urinalysis, concentra- 
tion tests, intravenous phenolsulphonphthalein excretion, 
with particular reference to the output in the first 15 minutes 
and the total output in two hours, and non-protein nitrogen 
determination. 
aroutine. Further information was obtained by gross 
inspection and, in some patients, by biopsies of the kidneys 
at the time of operation. 

A special attempt has been made to acquire certain blood- 


S} pressure data on all patients in a standard fashion. These 


were obtained by performing a socalled postural and cold 
lest, a modification of the Hines-Brown (Hines and Brown, 
1933) cold test, after a period of two days of physical 
inactivity and bed rest. Patients whose diastolic blood 
pressure fell to below 90 mm. during this preliminary 
fest period were not included in this series, but were 
tlassified as having intermittent hypertension, which is 
tegarded as an earlier stage of the disorder. The postural 
and cold test is performed in a quiet room after a rest 
period of 15 or 30 minutes on a comfortable bed. Readings 
of pulse and blood pressure are taken every minute for 
five minutes with the patient first lying, then sitting, then 
standing. When the average of the five readings in each 
Position is calculated, the figure for the resting horizontal 


*Read in opening a discussion in the Section of Surgery at the 
Annual Meeting of the British Medical Association, Cambridge, 1948. 


Intravenous pyelograms were obtained as: 


position is almost invariably the lowest, and is used to 
divide patients into various groups according to the average 
resting diastolic level. This same figure is also used to divide 
patients into three types dependent upon the width of the 
pulse pressure in relation to the diastolic level. In Type I 
are placed those cases in which the pulse pressure is less 
than one-half of the diastolic pressure. Type II contains 
those cases in which the pulse pressure is equal to or is 
up to 19 mm. more than one-half the diastolic pressure. 
Type III includes those cases in which the pulse pressure 
is 20 mm. or more greater than one-half the diastolic 
pressure. After the postural test the patient assumes the 
horizontal position, and readings of pulse and blood 
pressure are continued at minute intervals for five minutes. 
One hand is then placed in ice-water for 60 seconds and 
readings of pulse and blood pressure are taken after 30 
and 60 seconds of immersion. Readings are then resumed 
at intervals of a minute for five minutes. The patient then 
stands and the cold test is repeated exactly as in th 
horizontal position. 
The purpose of these special tests is to obtain information 
concerning variations in blood pressure in response to the 
stimuli of posture and cold, and also to obtain information 
regarding variations in the width of the pulse pressure. 
Such variations may be very striking, and eventually may 
be used as a basis for further subdividing hypertensive 
patients into more similar categories. Finally a sedative 
test is performed. After a light supper the patient is given 
3 gr. (0.2 g.) of sodium amytal by mouth at 7, 8, and 9 p.m. 
Hourly readings of pulse and blood pressure are recorded 
from 7 p.m. to 7 a.m. The lowest recorded level of systolic 
and diastolic pressure is taken as indicating the response. 


Data Pertaining to Pre-operative Status and Corresponding 
Mortality 

Male patients comprised 39.4% and female patients 
60.6% of the series. The total mortality during the 5-9- 
years period of observation was 31.2%. The mortality 
among males was 34.3%. and for females 29.1%. The 
difference in the mortality rates in the two sexes was slight 
(Table I). The mortality per operation was 2.2% and per 
case 4.3%. The causes of death are summarized in 
Table II. 


TaBLe I.—Mortality 5-9 Years After Operation 


No. of Cases Living Dead 

Mal 102 (39-4%) 67 (65-79 35 (34-3° 
154 {80-66% 109 (70-9%/) 45 39153 
Total | 256 (100-0%) | 176 (68-8%) 80 (31-2%) 
4569 
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TABLE Il.—Causes of Death It was also informative to arrange cases accordin Bi) Rea 

ieee No. of oe ate No, of Cases other criteria of cardiovascular disease.. The prognosis fo 
Cardiac (225%) | Unknown 3 “G83 Surgically treated patients appeared to depend upon the or. | — 
Renal Sina ginal cardiovascular status (Table VI). Of those with poor | —— 
ee * renal function and congestive heart failure, for instance Va 
Taste Ill.—Age Distribution no patient survived for five years after operation, The | — 
; mortality in this group was 100%. At th ' Retinal 

Mortality 5-9 Y: e other e 

Age No. of Cases ‘after tion were cases with minimal, grade 1 eyeground changes Gall Renal 
= 1 (0-4%) 100-0% The mortality in this group was 4.2% during a simile, All ine 

bg a (10.05 75.0% period of observation. It was noteworthy, however, that in 
30-39 130 5-12) 33.3% the whole series, all of whom had continuously elevateg | died | 
50-59 21 (8-552) FPS, blood pressure, only two patients (0.8%) had no evidence | reasor 
60+ 1 (0-4%) 0-0% of cardiovascular damage at the original examination, 38. I 
Total 256 (100-0%) 31-2% will b 
Effect of Operation Upon the Cardiovascular System ment | 
The age distribution is indicated in Table III. It is The effect of operation upon the cardiovascular system om 
apparent that the great majority of the patients were below may be judged by comparing the status of the eyegrounds, — 
50 years of age. The mortality was highest in those below the electrocardiograms, and the renal function of living _— 
20 and above 50. The bulk of the patients were between patients before and from five to nine years after Operation, — 
20 and 49 years of age, and the average mortality for these Of the 176 living patients 129 have been restudied five to eal 


age groups was essentially the same as for the series as a__ nine years after operation, and such data as were available id 
whole. regarding the various vascular areas of these patients at the ney 


If patients were arranged according to pre-operative time of writing are summarized in Tables VII-IX. The ‘iaial 2 


average resting diastolic levels it was apparent (Table IV) 
TaBLe VII.—Eyegrounds. Living: Patients togethe 
TaBLe IV.—Distribution at Pre-operative Resting Diastolic Levels - first 10 
' Pre-operative Status Status 5-9 Years after Operati nine ye 
Diastolic Level No. of Cases 
Original No. of Final Grade I No 
90-99 21 (82%) Grade | Cases | Change| Wore | Effec 
110-119 (19-96%) 275%, 
130-139 39 15300) 30-75% 32 501 0| 250% | | In pr 
140+ (19-9%, 64-89, 3 27 2} 2/17] 6|0| 778% | 22.2% 1948) it 
Total 256 (100-0%) 217} | 10007% | 00% | levels h 
Total .. 120 14 | 37| 58/11 | 0 | 40-7% | 39:2% | 204% | in the x 
that the mortality increased with the height of the blood I-5-yeal 
pressure. For cases with levels below 110 mm. it was TaBLe VIII.—Electrocardiograms. Living Patients this. ser. 
lowest ; for cases with levels between 110 and 139 mm. it , blood p 
was much higher but relatively constant, and for those with Pre-operative Status Status 5-9 Years after Operation | When tf 
levels of 140 mm. or more it was very high. At all levels Status No. of Cases] Improved | No Change | Worse 100 cas 
the mortality rate was slightly greater for males than for Normal. ~ 35 105° 00° 5.5% years pe 
females. Abnormal. 70 64:30 24-30% 11.4% tinued t 
When the patients were arranged into groups according Tot 125 | 8-9% 
to the changes noted in the eyegrounds as suggested by y | 
Keith, Wagener, and Barker it was apparent in this series, a hy ~ 
as in theirs, that the prognosis became poorer as the grade TaBLE IX.—Renal Function. Living Patients te i. 
of eyeer ound abnormality increased (Table V). Pre-operative Status Status 5-9 Years after Operation indicated 
: TaBLE V.—Pre-operative Eyeground Distribution Status No. of Cases} Improved | No Change | Worse It is a 
Normal 72 0-0% 93-2% 68% | status of 
Grade of No. of Case Mortality 5-9 Years Slightly impaired": 26 77-08 7-68 154% |: . 
Eyegrounds after Operation 12 75-08 8-302 167 in relatic 
N, (47%) 167% Markedly impaired .. 4 100:0% 0-0% pressure, 
Total... ..| 114 | 613% 98% | least in 
3 70 (27-3%) 45-7° lowering 
39 (15-3%) 48-89, wn, by the y greatest 
ormal: excre i% or r i inut 1% or mi 
Total 256 (100-0%) 31:2% 2 hours. Slight of 20 to 24% of 15 ‘minutes or (Table X 
to 59% in2 hours. Moderate impairment: excretion of 15 to 19% of dye in 15 is be fi 
minutes or 40 to 49% in 2 hours. Marked impairment: excretion of less than netic 
Taste VI.—Pre-operative Cardiovascular Status* 15% in 15 minutes or less than 40% in 2 hours. : Phowing : 
No. of Cases | Mortality 5-9 Years remaining 47 living patients have been checked during 
the 1-5S-years period, but have not as yet been restudied} Taste XI- 
— unction "366% during the 5~-9-years interval. 
$26 With regard to the cerebral area, 39 patients had vascular} 
Grade 3 eyegrounds 2 133093 29.4% accidents or encephalopathy before operation. Of these, Pres: 
Abnormal E.C.G., enlarged heart, or both | 59 23-075) 13-5% 24 are living. Five have had subsequent cerebral accidents ffarkeds 
of a minor and non-fatal nature. Six of the 15 dead Slight} tet 
Symptoms only 2 8%) 0-0% patients in this group of 39 had fatal cerebral accidents Appianifican 
Total 256 (100-0%) 312% following operation. Of the living patients who did nolj —_—_ 
' have cerebral involvement before operation, three of 105 Total 


I bdivisions th f the cardi lar indicated ‘ ; ; 9. 
in each category. period following operation. Of the 77 patients who hawt { Diastolic 


x q 

4 
4 

3 
| 


than beneficial. 


gress in one or more vascular areas. In still 
others there was no progress in any area, while 
some cases showed improvement in one or 
more areas with no evidence of progress in 
any area. A composite picture of the patients 
considered as a whole is given in Table X, in 
which the changes in the retinal, cardiac, and 
renal areas already described are summarized, 
together with an evaluation of all areas in the 
first 100 cases to be checked in detail five to 
nine years after operation. 


Effect of Lumbo-dorsal Splanchnicectomy 
‘Upon Blood Pressure 


In previous reviews (Smithwick, 1944, 1947, 
1948) it has been noted that the blood-pressure 
levels have been lowered markedly to slightly 
in the majority of unselected patients during a 
|-5-years follow-up period. This was true in 
this series also, some degree of lowering of 
blood pressure being noted in 84 of 100 cases. 
When the blood-pressure levels of these same 
100 cases were re-evaluated during the 5-9- 
years period we found that only 47 cases con- 
tinued to have as great a lowering of blood 
pressure. This indicates clearly that there has 
been a gradual return of blood pressure to- 
wards or to the pre-operative levels in 44% of 
the cases in which the levels were lower during 
the earlier follow-up period. This trend is 
indicated by Table XI. 

It is apparent that, when the cardiovascular 
status of the patient as a whole was considered 
in relation to the degree of lowering of blood 
pressure, progress of cardiovascular disease was 
least in those cases having the most marked 
lowering for the longest period of time and’ 
greatest in those having the least lowering 


reasonable certainty, death was due to cerebral accidents in 
38. If one takes all vascular areas into consideration it 
will be noted that although certain patients show improve- 
ment in one they may at the same time show progress of 
yascular damage in another area. In other cases there was 


(Table XII). This suggests that lowering of blood pressure 
It is also of interest that many of the cases 
showing no significant change in pressure at the end of the 
kriod of observation had cardiovascular systems which 
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Taste X.—Cardiovascular Status. Living Patients TaBLE XII.—Blood Pressure F- Cardiovascular Status. Living 
atients 
Pre-operative Status Status 5-9 Years after Operation 
f Ca: Cardiovascular 
vascular Area "amined | Improved | No Change} Worse | No- of Cases 
ET Improved | No Change Worse 
pail 42-58 33.368 #5, Marked 21 81-19 143% 
28:9% 61-38% 9-8% Moderate 13 0-0% 23-1% 
Revincluding cerebral) | 100 51-0% 12-0% 37-0% Slight sat change’ 13 462% 23.1% 30-77 
t 
died since operation in which the cause is known with ee 100 51-0% 12:0% 370% 


were actually in better condition than before operation, and 
in the majority of these cases there had been no evidence 
of progression of vascular disease. 


PREOPERATIVE 
PosroreraTive 


Blood Pressure - MM. Mercury. 


Time - Seconds 
Fic. 1.—Response to Valsalva test before and after lumbo-dorsal splanch- 


nicectomy. Variations in blood pressure caused by reflex vasoconstrietion are 
abolished when a large vascular area such as the splanchnic bed is denervated. 
These variations may be very marked, as in this case. This physiological 
effect of sympathectomy occurs regardless of whether the basal levels are altered 
or not and is well demonstrated by the Valsalva manceuvre as in this figure. 
Intra-arterial blood-pressure levels are optically recorded with a Hamilton 
manometer before, during, and after a ten-second period of forced expiration. 
Before operation there was a sharp overshoot of blood eye to very high 
levels within a few seconds after the expiratory period. After operation (shaded 
graph) the overshoot was abolished. It seems probable that the elimination of 
such reflex variations in blood pressure is partly responsible for the favourable 
changes in the cardiovascular system which may be noted after operation. 


Slowing the rate of progress of cardiovascular disease 
after surgery may prove to be a very significant accom- 
plishment. It should be remembered that most of these 
patients had lower average levels of blood pressure for one 


; ; to five years. In addition, it may be assumed that virtually 

of Early and Lote of Operation Upon ain of them had an abolition of the marked reflex vaso- 
; pressor response described by Wilkins et al. (1947, 1948), 

Effect on Blood No. of Cases in 1-5- No. of Cases in 5-9- and that most of them continued to have these responses 
greatly reduced, if not abolished, for years after the opera- 
nal = a tion. This change, which can be readily demonstrated by 
means of the Valsalva test (Fig. 1), constitutes a second 
Higher . . _—- "5 17 physiological effect of lumbo-dorsal splanchnicectomy upon 
Total 100 100 blood pressure and is not necessarily related to changes in 
basal levels. Examples of persistent and temporary reduc- 

ood pressure lowered, 23 mum. of more and, tio, tions in basal blood-pressure levels are illustrated by 


lic blood pressure lowered 10-19 mm. and to below 110. 


Figs. 2 and 3. 
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Type | 
[I Precperotive [LI Preoperative 
Postoperative Postoperative 
= (12 Months) 250 (13 Months) 
200} = 200} | 
e ISO} ' iSO} 
2 
a 
TR 
r Lying Sitting Standing Lying Standing SOF tying Sitting Standing Lying Standing 
Time in Minutes Time in Minutes 
Type L 
Preoperative 
Postoperative 250 
250 (60 Montns) 
3 200) 
= = 
= 
150 
e 
2 
a 
| 
— SOF Lying Sitting Standing Lying Standing 
Cold iMinute Cold Minute, 


Time in Minutes 


_Fic. 2.—This case, that of a 31-year-old physician, came to hos- 
pital with rather severe hypertension, Type I. This had been dis- 
covered within a year prior to admission. His symptoms were com- 

ratively mild, and consisted of occasional headaches, ease of 
atigue, and shortness of breath. There was no evidence of cerebral 
damage. The eyegrounds showed grade 1 changes. The electro- 
cardiogram was abnormal, and is scan in Fig. 5. The heart 
was slightly enlarged. There was evidence of early congestive failure 
as revealed by radiography of the chest and by the presence of 
alternation and gallop rhythm. This responded well to digitalis. 
The aorta was tortuous. The renal function was normal by 
ordinary tests. There was slight persistent albuminuria. The blood 
pressure fell to 135/98 on sedation. Five years after operation his 
general cardiovascular status was improved. His eyegrounds were 
unchanged. His heart was within normal limits as to size. There 
was no evidence of failure. He did not require digitalis. The electro- 
cardiogram was normal (Fig. 5). The aorta was tortuous. The 
renal function was normal and there was no albuminuria. He was 
asymptomatic and had carried on a very active surgical practice 
since operation. In the upper portion of the figure the blood- 
pressure levels as revealed by the postural and cold test are com- 
pared before and one year after operation. In the lower portion 
of the L the levels before and five years after operation are 
r The actual levels were as follows: 


compa 
Ceiling Cold “Cold Response 
Lying {Standing 
Lying | Standing Lying | Standing 
Pre-operative . | 160/122 | 179/147 | 204/160 | 218/170 | 30/20 | 28/20 
Post-operative (1 year) | 103/68 | 114/90 | 120/80 | 132/108| 26/22 26/24 
Post-operative (5S years)} 110/78 | 122/98 | 136/110| 164/122] 26/22 30/12 


This case was ideally suited for surgical treatment. The effect 
upon the blood-pressure level was marked (see Table XI) and 
persistent. 

In general the most favourable cases are those in_ the 
younger age groups, with narrower pulse pressures (Types I and II), 
who have variable blood pressures, with resting diastolic levels 
below 140 mm. and preferably below 130 mm., with cardiovascular 
— not too severely damaged, and with a satisfactory response 
to ation. 


Time in Minutes v 


Fic. 3.—This case, that of a 45-year-old male nurse, was adi 
to hospital because of congestive heart failure. On examination 
was found to have hypertension. The eyeground changes were 
marked, with arterial constriction and sclerosis grade 2, haemorr! 
and exudate, and papilloedema. It was therefore apparent that 
had so-called malignant hypertension. There was no evidence 
cerebral involvement. The heart was enlarged and the el 
cardiogram was abnormal. 
ordinary tests except for rather marked and persistent albumi 
The blood pressure fell from a resting level of 202/121 to 142/ 
on sedation. The resting level indicated that this patient had a 
pulse-pressure type of (Type IIIf). These data indi 
that the patient’s outlook was serious. He responded well to 
rest and digitalization. Operation was performed and he recov 
uneventfully. One year later he was much improved and was 
ing a normal existence without digitalis. His cardiovascular s 
was improved, as was his blood pressure. The effect of_opera 
upon the blood-pressure level was graded as slight (see Table 
Five years after operation his general condition was still impr 
and was the same as that noted at the end of the first year. 
blood pressure had returned toward but had not quite reached 
pre-operative levels. At this time his eyegrounds showed grade. 
changes, his heart was abnormal in size and shape but normal 
function. The electrocardiogram was abnormal but improved 
comparison with the pre-operative tracing. The renal function 
normal by ordinary tests. There was no albuminuria. The bl 
pressure levels are compared in the ogee portion of the figure be 
and 13 months after operation. In the lower graph the 
before and five years later are contrasted. The blood-pressure 


during the postural and cold tests were as follows: 
Standing Ceiling Cold Cold Response 
ying | Stan 
Lying {Standing} Lying 
Pre-operative — .. | 202/121 | 226/146 | 246/155 | 250/166 | 26/28 20/0 
Post-operative (1 year) | 164/105 | 180/110 | 172/114 | 180/120 6/14 16/4 
Post-operative(5 years)| 201/127 | 185/130 | 214/140 | 200/150 | 24/22 10/18 


This is an example of a worth-while but less. satisfacto 
when compared with the case illustrated by Fig. 2. The older 
and presumably longer duration of the hypertension, and conseq 
more extensive vascular disease, are unfavourable signs. 


The kidney function was normal dtl 
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‘ls eis reasonably accurate prognosis for a particular patient. 
’ ce oe ypevart but is not a satisfactory explanation, since COMparisons between such subgroups would then be of 


jon Mex response to the Valsalva mancuvre and other stimuli may value and could be utilized to determine whether a particu- 


a lished years after operation. The status of the cardio- : . : 
il .& en at the time of operation appears to be equally if not /4F therapeutic measure materially influenced the natural 


se the blood-pressure levels rise again. The more nearly the more comparable subgroups was made by Keith, Wagener, 
wressure @ prcacets normal after operation the longer the respite and Barker (1939). Their subdivision of a series of 219 
pam the Cisorder. patients into four groups was based upon the changes 
ILife Expectancy of Hypertensive Patients: Comparison detected by a careful examination of the eyegrounds. Four 

of non-surgically and surgically treated patients grades were described, and the cases were grouped largely 
J] pata reported on the life expectancy of hypertensive UPD this basis. Survival curves were constructed for each 
tients not treated surgically and observed for long periods 8*OUP, and a material difference in prognosis for each of 
‘time are summarized in Table XIII. There is rather the groups was demonstrated. The survival curves for their 
D four groups are reproduced in Fig. 4. We have arranged 


taste XIII.—Mortality Among Hypertensive Patients Treated Ur Cases into four similar groups. The survival curves for -_ 


Medically or Untreated series are also illustrated in Fig. 4. The two sets of 
es No. of Cases | Time Followed Up eteciatiee curves are similar, and confirm their conclusion that the q 
<7 Prognosis for hypertensive patients in the various groups 

aneway (1913). 10 materially. The survival rate in each of the four 


Seen, men; groups was higher in our surgically treated series. The 
° "50% differences observed have been subjected to statistical 
Ser eewakni, analysis, the results of which are summarized in Table XIV. i 
Wagener, and 219 5-9 years } The difference appears to be very significant for groups 2, 
3, and 4, and increasingly so as the retinal changes become 
(196 ef mea: more severe. This suggests that the outlook for hyperten- 
43% of wompn) sive patients has been improved by surgical therapy. It 
(41% of men; should be pointed out, however, that this subdivision into 
22% 0fwomen) four groups, while no doubt a useful initial breakdown, al 
permits of wide variations in the material contained within 
Jose agreement in the statistics of Janeway (1913), each group. When these four groups are further sub- 
Blackford, Bowers, and Baker (1930), and Rasmussen divided according to sex, age, severity of hypertension as 
and Boe (1945). About a half of their patients died during judged particularly by the resting diastolic level, and the b| 
the course of some five years’ observation. The mortality changes present im other vascular areas, it seems likely that i 
| among men was considerably higher than among women. the outlook for a particular patient can be assessed more 
“ The findings of Keith, Wagener, and Barker (1939) and of accurately, and that the merits of a particular therapeutic 4 
Bechgaard (1946), however, ; 
differ widely from each other 
admit and from those of the pre- | 
ination Myious authors. The Mayo 
wonheggoup found that 91% of 
nt that their patients died during a. 
idence 5J-years period of observa- 
ormal tgtion, the mortality for males 
aT being only slightly greater 
ad a wigthan that for females. Bech- 
reported an overall 
ll to mortality of 28% during a 
was ledi4-Il-years period, that for 
ar s¥stimen being about twice as 
‘able Xijgreat as for women. 
It is apparent from these 
ached tigstatistics that there is a wide 
d¢@uriation in the mortality 
mates for hypertensive patients 
Mconsidered as groups. Fur- 
ter, it is obviously impos- 
to compare different 
foups of cases with each P 


ther, whether untreated or 
reated, unless they are di- 


tackford, Bowers, and 202 _ 5-11 years 
Baker (1930) 


eith, 
Barker 
asmussen and Boe (1945) 100 6 years 


d (1946) oe 1,038 4-11 years 


PERCENTAGE OF SURVIVALS 


Respom@ivided into more comparable TIME - MONTHS i 
andigubgroups. In making these Fic. 4.—Survival curves following splanchnicectomy. 224 cases followed 5 to 9 years, arranged i 
| 20/0 subgroups the numerous vari- according to Keith-Wagener-Barker groups and compared with their 219 cases followed 5 to 9 ; 
16/4 years. s pointed gut in the text, the division of hypertensive patients into more comparable a 


ables known to exist and to subgroups is highly desirable. The division into four groups on the basis of eyeground changes 
iniuence the outcome in this is a step in the right direction, and is probably the most important initial breakdown which can 
omplex disorder should be be made. It still permits of wide variations in the material contained within each group. Consequently, 

further divisions are needed in which other important variables are held constant. This requires 


fe held as constant as possible. a larger number of cases, however, which we will have available as our follow-up studies progress. 4 
sequela this way, and only in this On the basis of the data at hand, it seems probable that the outlook for hypertensive patients ; 
The 3 : treated surgically is improved in all stages of the disorder. The difference observed was found y 


way, can we arrive at a to be statistically very significant for groups 2, 3, and 4 (see Table XIV). 


10 


CONTINUED HYPERTENSION JULY 

electrocardiograms indicating a pro} Keith, } 

longed and favourable response 

operation are illustrated by Fig. 5, 

Summary 

It should be recognized that the serie 


of 256 cases of continued h i i 
here studied is not representation 
hypertensive patients as a whole, singe} 
it does not include those in the Stage 
of intermittent hypertension, All hag 
reached the stage of continued hyper. 
tension and 99% had some evidence of 
cardiovascular ‘disease, which was Ie 
garded as serious in about 80% of the 
group. They, for the most part, ap 
patients who had not responded to othe; 
therapeutic measures available at thi —. 
time of operation. In some the disorde; In scant 
was discovered only shortly before Oper. 
ae ation and in a very advanced state. hh id 
a few the cardiovascular changes wer ethmot 


Fic. 5.—In this figure sovinl. clacsvonnedingsegene tracings are recorded over a five-year 

he tracing immediately after operation was 
but not as much as that 
nicectomy. The tracing gradually improved and was regarded as 
It was still normal five years after 


period. This is the case illustrated by Fig. 2. \ 
improved. That one oar after operation was also improved, 
one week after splanc 

within the normal range by the end of four years. 
operation. 


measure may be evaluated with greater certainty. To do 
this will require large numbers of patients followed up for 
long periods of time. 


TABLE XIV.—Significance of the Difference Observed Between the 
Survival Curves following Lumbo-dorsal Splanchnicectomy and 
those of Keith, Wagener, and Barker 


Ti if Difference OF 
ime o erence Obse 
Group Comparison* a being Due to Chance Significance 
Alone 
1 62 months 0-694 45 in 100T Not significant 
2 10-5 1 in 1,000 Very 
3 18-6 1 in 100,000 
4 738 Less than 1 in 10° ” ” 


*When compared there were 58 of 67 survivals in the surgical and 7 of 10 in 
the non-surgical group | series. The corresponding numbers for the other grou 
were 50 of 68 and 9 of 26 in group 2, 39 of 70 and 4 of 37 in group 3, and 20 of 
and 1 of 146 in group 4. 

t It is ordinarily assumed that probability of occurrence of less than 5 
chances in 100 is not due to chance alone. 


The only other comparison which can be made at the 


present time is between the electrocardiograms of 
surgically and non-surgically treated patients. The 
changes observed in 125 of our patients are com- 
pared with a _ series of 50 non-surgically treated 
patients reported by Canabal, Warneford-Thomson, and 
White (1945). All of the cases in each group were followed 
up for five years or more. The differences observed in the 
two groups have been analysed statistically and the data 
are summarized in Table XV. The differences appear to 


TaBLE XV.—A Comparison of the Electrocardiograms of Surgically 
Treated Patients with those of Non-Surgically or Untreate 
Hypertensive Patients 


Status After 5 Years or More 


Series No. of Cases Observation 
Improved | No Change Worse 
(Smithwick, 125 42:3% 48-83% | 8-9% 
Non-surgical (Canabal, 50 10-0% 40-0% 50-0% 


Warneford-Thomson, 
and White, 1945) 


The observed difference between the two series is very significant. 72 = 40-8. 
i aaa that the observed difference is due to chance alone is less than 
n 
be very significant, and suggest that the course of hyper- 
tensive heart disease, as judged by the electrocardiograms, 
has been favourably modified by surgical therapy. Serial 


minimal. The patients in this group ar maxilla 
not so seriously ill as those of Keith, 
Wagener, and Barker, but are probably| that the; 
more advanced than the other series re} we kno\ 
ferred to. This group of cases is prob-| others. 
ably more comparable to that of Peg has spec 
, and Isberg (1946, 1948), who have ma& logical 1 
the only other late follow-up studies of a sizable series of nM 
patients treated surgically. they “ 
Our patients have been divided into various groups accord. 
ing to sex, age, and resting diastolic levels. They have alw| whi 
been divided according to the state of the cardiovascular systen| It develc 
before operation. The mortality is indicated in the tables, ani 
varies greatly according to the many variable factors which ar} line of t 
present in.this disorder. 
The effect of operation upon the cardiovascular system ha} part of t 


been indicated by comparing the changes in various vasculal 4s to th 
areas before with those noted five to nine years after operation} sit with 
with particular reference to eyegrounds, electrocardiogrs Ree dis 
renal function, and the vascular system as a whole. The effec , 
of splanchnicectomy upon blood pressure is discussed briefly. | . 

It is difficult to find comparable data in the literature con On = 
cerning the prognosis for hypertensive patients treated med thinness 


are compared with those of Keith, Wagener, and Barker. Th 
survival rate was higher in all groups in the surgically treated 
series. . The difference observed was found to be statistica 
very significant for groups 2,3, and 4. The status of the elect 
cardiograms in a group of surgically treated patients is compare 
with that of a control series reported by Canabal, Warnefo 
Thomson, and White. The difference observed was also foun 
to be very significant statistically. With regard to symptom 
over 90% of the patients who have so far been interviewe 
five’to nine years after operation are improved in this respect. | mater, th 


tant variables are held constant is desirable. Until this can b 
done the influence and relative merits of various therapeuli 
measures upon the course of hypertensive cardiovascular dit 
ease cannot be evaluated with certainty. Such comparisons 


can be made at this time, while admittedly inadequate, sugg Hernia 
that surgical treatment has favourably altered the prognosis ¢ bone ha 
many patients with continued hypertension and cardiovasculd§ fvity of 
disease. of the sy 
I am indebted to Dr. K. E. Penrod for making the statisticg sinus, wh 
analyses recorded in Tables XIV and XV. whose en 
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All hag 
d hyper. 
dence of THE SPHENOID SINUS* 
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% of ae 
part, ar ARTHUR W. PROETZ, M.D. 
a (of St. Louis) 
a In scanning the literature of sinusitis one has the impression 


re Oper} that with the sphenoid, and even more with the posterior 
ony? It} sthmoid, it is a case of “out of sight out of mind.” The 
roup a maxillary and the frontal cavities are so accessible for 
direct observation, transillumination, x rays, and treatment 
that they receive more than their share of attention. What 
eries re} we know of them is apt to be applied by inference to the 
is prob| others. To some extent this is practical, but the sphenoid 
of Pest} has special attributes. Being of an anatomical and physio- 
ve made} jogical nature they are of more than passing interest, since 
ries Of} they‘ constitute the basis of treatment. 
I shall review briefly only those anatomical characteris- 
acon} tics which among the sinuses are peculiar to the sphenoid. 


were Itdevelops that most of them are. 
les, ani] Situated in the depth of the nasal cavity out of the direct 


hich ar} line of the air-stream, the sphenoid sinus is sheltered from 
cold and dust and dryness. In the normal nose only a small 
part of the face of the sphenoid is visible or even accessible. 
vasculai} As to the cavity itself almost every part is in intimate con- 
Peratiol! ict with some structure capable of making serious trouble 


‘ 


Structure 
| On examining skulls one is often impressed with the 
d med thinness of the bony walls and the intimate relations which 


4 structures. It is almost as though some corroding or dis- 
' treat solving fluid had been at work in the bone, extending the 
usticall cavity here and there, adapting it to. the contours of the 
surrounding nerves and vessels, leaving only a mere shell 


mia of bone between. Sometimes even this disappears, and 
o foung fe normally adjoining structure finds itself, but for the 


4 lining mucosa, within the sphenoid cavity. 


There are no fewer than 13 such structures: the dura 


nerve, the oculo-motor nerve, the trochlear nerve, the 
nell ophthalmic nerve, the maxillary nerve, the sphenopalatine 

.| ganglion, the sphenopalatine artery, and the pterygoid canal 
and its nerve. 

Herniations of the mucosa through dehiscences in the 
10sis @ bone have been known to occur. They may carry the 
af avity of the sphenoid sinus even beyond the normal limits 
of the sphenoid bone. Contrast this with the maxillary 
istic Sinus, whose walls are relatively sturdy and accessible and 
whose environs are much less vulnerable. 

There are histological and physiological differences as 
Well. The inspired air passing the face of the sphenoid on 


to the main current. The sphenoidal mucosa is quite thin, 
and and being thoroughly protected from the evaporating effects 

"Read j in opening a discussion in the Section of Oto-rhino-laryngo- 
567. | logy at the Annual Meeting of the British Medical Associa- 
Cambridge, 1948. 


ethmoidai angle the ostium is closed. Ciliary streams with- 
in the sinus converging at the ostium are blocked and the 
mucus is retained. Since there are few glands and therefore 
scant mucus, the inundation is not comparable to that 
which occurs in the maxillary sinus. 


Unless the invading organism is especially virulent the- 


reaction is apt to be a low-grade affair, tending to chronicity 
if overlooked and producing a dense but relatively thin 
hyperplasia.’ Thick, redundant, polypoid hyperplasias do 
occur, but the type often encountered in the maxillary 
antrum is the exception. In evaluating roentgenographic 
shadows one should remember that it is possible even for 
this thin membrane to be so distended by a transient oedema 
as to obliterate the cavity completely. 


Sinus Infections 


The nature and proportion of severe sinus infections 
seem to depend somewhat upon climate, living conditions, 
and public health education. Not only do the majority of 
severe cases originate in communities where these are 
unfavourable, but on the whole their incidence has fallen 
off materially in one’s own recollection as a result of early 
attention to minor infections and obstructions. 

There is the occasional case of fulminating suppurative 
sphenoiditis, acute, invasive, destructive, threatening life. 
On this I shall not dwell, for there is little in its diagnosis 
or management that is debatable. Only the prognosis has 
been modified in recent years’ by the advent of the 
sulphonamides and the antibiotics. The management of 
anything less than such an emergency seems to me to call 
first for consideration of the ultimate recovery of physio- 
logical function. Under such conditions eradication of 
“ pyogenic ’” membranes is apt to impede drainage perman- 
ently and should be the last instead of the first resort. 

It is necessary to distinguish between an abscess and a 
pus-filled sinus, a distinction not usually made in years 
past. The abscess is a collection of infectious material 
lying in an adventitious cavity, requiring evacuation and 
obliteration to return the tissues to normal. The sinus, on 
the other hand, is an infected hollow anatomical structure 
having functioning parts temporarily deranged but capable 
of restoration. Obliteration of such a structure approxi- 
mates normality no more than does the amputation of an 
arm or a leg, although it may become necessary in either 
case for special reasons. 

In the older literature treatment does not take into 
account the physiological processes by means of which a 
sinus protects itself, and this is still true of many contem- 
porary textbooks. Most of these are only rewritten from 
older textbooks, and though the author may have the 
courage to introduce new ideas he is somehow reluctant to 
discard old ones, however faulty. On the whole, treatment 
of sphenoiditis is suggested tentatively in the textbooks, with 
the reservation that, if this fails, measures more and more 
drastic must be applied. In the light of present knowledge 
it is clear that if the treatment suggested did not actually 
prevent recovery it could only retard it at best. At worst 
it produced a situation requiring the most drastic measures. 

To clarify, Skillern (1923) relates that “a long cotton- 
carrier saturated with strong adrenaline—cocaine solution is 
introduced into the ostium and allowed to remain several 
minutes until the mucosa around the opening is shrunken, 
thereby enlarging the ostium.” This is carried out daily 
with subsequent irrigation. It is known now that the 


| 
when disturbed. 
he 
eatmen| the pneumatized cavity assumes with neighbouring 
npto 
spect. | mater, the pituitary Dody, the Optic nerve and chiasm, the j 
eate in in abe atid = ats 
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two mortal enemies of ciliary activity are cocaine and 
epinephrine and that their daily application in strong 
solution through the ostium, whence they could run to the 
floor, must have effectively prevented the very drainage 
for which they were applied, a function at which the cilia 
are much better than we are. 


Drainage 

While on the subject of drainage reference may be made 
to the older and some of the newer literature in regard to 
surgical openings. We are cautioned to make these in 
dependent -portions for drainage, smoothing the edges and 
leaving no ridges to retain secretions. This reckons without 
the cilia, which keep right on emptying mucus through the 
ostium as long as possible, and further overlooks the fact 
that for one-third of our lives we are lying down. We 
know ‘now that nature does not depend upon gravity for 
drainage. 

Newer methods are based on the better understanding 
of the cilia and their importance and upon the assurance, 
given long ago by Wright and Smith (1914a) and scarcely 
heeded by anyone at the time, that in chronic rhinitis “ there 
is an increase in the volume of the connective tissue, but 
this is often more apparent than real. There can usually 
be plainly seen in the neighbourhood of blood vessels new 
connective-tissue cells, and the periosteum is much thicker 
in some places than in others ; but the bulk of the stroma 
increase is due not to proliferation of the connective tissue 
alone, but to the dilatation of the lymph spaces and the fill- 
ing of the meshes of the stroma with serum and corpuscular 
elements, lymphocytes, and polynuclears. ... The coagu- 
lation of the fibrin incidental to the fixation of the specimen 
for examination in sections makes a mass of fibrinous 
threads indistinguishable from the real fibrils of the connec- 
tive-tissue cells except by special staining, but when this 
is resorted to the scantiness of new connective-tissue cells 
and their fibrils will be noted when compared to the 
general ‘increase in bulk.” 

Searching for this passage, I was dumbfounded to find 
also a reference to something which I thought was original 
with me 20 years later: “ There is one observation to be 
noted in regard to the oedematous and granulomatous frag- 
ments of mucosa removed from long-standing chronic 
inflammation of the sinuses, and that is the persistence of 
the cilia on the surface. Widespread and extreme lesions 
may exist in the subepithelial stroma, but the delicate cilia 
of the one- or two-layered columnar epithelium remain in 
tissue removed from the sinuses.” (Wright and Smith, 
19145). Once more in the deep shadow of a library shelf 
- we find what we had thought was something new under the 
sun. 

New Procedures 


These newer conceptions require changing of the rules of 
sinus treatment and sinus surgery. Since the sphenoid is 
rather badly situated for the old procedures and almost 
ideally for the new, let us outline some of the latter here. 


Vasoconstrictors should be chosen for their freedom from any 
restraining action on the cilia, for their freedom from secondary 
vasodilatation effects, and, if introduced into the sinuses, for 
their freedom from systemic effects. 

Cocaine is taboo for anything but analgesia ; epinephrine for 
anything but haemostasis. 

Antiseptics are of small value, partly because they impede 
ciliary activity, more particularly because they do not reach the 
infection, which is in the glands and tissues of the submucosa. 

Any solution employed in the nose should be relatively 
isotonic and neutral in reaction. 

Any surgical opening short of the radical obliterative opera- 
tion should be : (a) as much as possible out of the direct air- 
stream ; (b) as small as practicable, to prevent drying out the 


interior of the cavity ; and (c) as cleanly cut as possible to avoid 
exuberant granulations and closing. 


All these measures are far away from the old idea of 


obliteration and are directed towards physiological recovery 
Let us apply them to the. sphenoid. Sphenoiditis js not 
necessarily characterized by pus. Pus may be absent 
or so scant as to be practically undetectable. Sometimes, 
though present in quantity, it may discharge only inter. 
mittently and thus be overlooked by the examiner. 
Symptoms attributable to low-grade, acute, and chronic 
sphenoiditis have been well and frequently described, They 
range from simple demonstrable reactions of inflammation 
to pain, headache, and mental confusion. Collateral 
symptoms are those arising from the irritation of any of 
the structures mentioned above which lie in relation to 
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the cavity. Commonly, though not always, they subside diagnos 
with the disappearance of the sphenoiditis. not app 

Since minor and indefinite derangements of the sphen. ago by 
oidal mucosa can give rise to annoying and disabling | deeply i 
symptoms it is important that the measures adopted should | or to tl 
restore the tissues to function and not leave new abnorm.’ monogr: 
alities in their wake. This can be accomplished in the | emergen 
majority of cases by the application of solutions by the exceptio 
“displacement” principle. The sphenoid is fortunately Collat 
situated in this respect, since, with the head in the inverted one, su 
position, ’it lies at the bottom: of the cavity with its ostium neuralgi 
uppermost. Fach of 

The arrangement of the tissues about the ostium is such } am not s 
that most of the distensible elements are components of the | many tit 
mucosa on the nasal side, the sphenoidal membrane being In- the 
much thinner and relatively free of blood spaces. For this those ph 
reason application of vasoconstrictors to the face of the of what 
sphenoid about the ostium is usually sufficient to open it better en 
without having to penetrate it. If this is not the case, the of secon 
interior is still accessible through the displacement gwaken 
manceuvre, since it is possible with the permitted nega-] i+ of 
tive pressure to withdraw a small part of the contained air P 
and thus ensure the introduction of some of the fluid. 

If a mild vasoconstrictor—for example, 0.25% ephedrine} gitern, } 
sulphate or 2-aminoheptane sulphate—is introduced every] _ Lippi 
second day drainage is maintained over a period of time mate 
which is comparable to surgical drainage—in fact better,j — — 
since it promotes emptying in the normal way. 

Bearing in mind Wright’s description of the cytological} To mar! 
conditions it is not surprising that the membrane tends to] of Health 


heal, to throw off its infection, and to return to normal,} king 
those men 
which it commonly does. Whether or not some excess Off 5 incuran 


fibrotic tissue remains is unimportant so long as the patient} other bod 
is symptom-free. It is seldom necessary to remove con-| the past 
tained secretions by positive irrigation or other means. glee 
With the ostium open and the cilia working the sinus can sing | 
take care of itself. Since aqueous solutions remain in the] mther to 
sinus after displacement for 10 or 12 hours continuous} He would 


during the 
drainage is ensured. the 


If the reaction in the tissues has reached a point where regulations 
it is irreversible and the method fails, then surgical drain-J md ophth: 


age must be established. of er 
Surgical Intervention 

Adhering still to physiological principles, a narrow —: th 
longitudinal opening is made as close to the septum (or the by Sir Wil 


intersinus wall) as possible. Its width is only that Of 8] Penman, a 
sharp-biting punch forceps (for it is important to keep the were some 
margins smooth and clean) and it is as long as can conven ga 
ently be made in that portion of the bone which cuts easil¥}ie actor 
Prolonging the operation downward into the thicker, MOMfof it would 
resistant bone does not add to its effectiveness but increases} profession. 
the likelihood of early closure by stimulating proliferation} PProachin; 


There is much less tendency to close than exists after the ough 


Se Ct 
7 
gene 
| 
| 
a | 
na 
| 


NAL 31, 1948 THE SPHENOID SINUS 


d 
O avoid ral destruction of the face with its ostium. Nature 


sea off we Persist THE SURGICAL ANATOMY OF THE 


Overy, | This narrow opening as described will accomplish any- PAROTID GLAND* 
is not thing that the larger one will do: it permits access for 
absent observation, ventilation, drainage, and irrigation, and 
etimes, prevents the desiccation of the interior which results in the HAMILTON BAILEY, F.R.C.S., F.A.C.S., F.LC.S. 


BY 


inter- destruction of cilia and the metaplasia of the epithelium— F.R.S.Ed. 
miner, | gn irreversible change which may start up disagreeable Surgeon, Royal Northern Hospital ; General Surgeon; 
hronic symptoms of its own. _ Metropolitan Ear, Nose and Throat Hospital 


They} The operation is comparable to a so-called “antrum 
mation | window,” which is effective because it lies away from the Gray, Buchanan, Piersol, Cunningham, Quain, and Morris 
lateral airstream and leaves the ostium intact. It is of course not are among an elect company whose names strike a most | 
any of | applicable to sinuses obliterated by large cysts and abscesses, familiar note in the mind-of every member of the profes- 
10n to | gor ‘is it designed for exploratory purposes such as the sion: one or other of their classic books recalls the early 
ubside | giagnosis of tumours, aneurysms, and the like. It would years of our professional studies. Rightly we regard our 

| not apply to most of the type of cases described a few years anatomical bibles with profound respect ; the more ‘so, per- 
sphen- | ago by Pickworth and Gr aves, In which the bone had been haps, because anatomy, the basic subject of the curriculum, 
sabling | deeply involved and the infection had reached the meninges, can be likened unto the law of the Medes and Persians. 
should j or to those discussed in Turner and Reynolds's classical = B-cause of stereotyped descriptions in the anatomical 
norm- | monograph on intracranial invasions. For such the textbooks we envisage the normal parotid gland as being 
in the | emergency suggests its own rules ; fortunately they are the ossessed of a plateau-like superficial surface and a deep 
by the | exception. ; i surface with prolongations into vulnerable and inaccessible 
nately} Collateral problems surrounding the sphenoid occur to recesses. For the same reason (strengthered by p2rsonal 
verted Jone, such as its part in the causation of headaches, experience in the dissecting-room) the profession believes q 
ostium | neuralgias, intracranial lesions, and retrobulbar neuritis. that in the midst of the gland lies the seventh cranial nerve, 
| Each of them has been the subject of much debate, and I go intimately incorporated in salivary tissue that to display a 
i$ such | am not sure that I could add anything to what has been said the nerve trunk, its two divisions, and, above all, its fine 
of the | many times on both sides of the Atlantic. branches requires days of dissection by someone upon 


being} In the time available it seemed preferable to emphasize whom the mantle of John Hunter has fallen. 

oF this | those physiological factors which may alter our conception Little wonder, then, that general practitioners, physicians, 

of the | of what is desirable in sinus treatment and open the way to and surgeons alike are steeped in the doctrine promulgated 

pen it} better end-results in sinus surgery. My own approaches are by that prince of surgical anatomists Sir Frederick Treves 
ry the | of secondary importance. If this review has helped to —*It follows from the complex relations of the parotid ? 
ement! swaken fresh interest in the subject or suggested a fresh that its entire removal as a surgical procedure is an | 


neg: pint of view it will have served its purpose. anatomical impossibility.” 

ed air P 

| : In 1937, after coming across its superficial lobe acciden- 
| REFERENCES tally during the course of an operation upon the parotid 


— giten a, ee. The Accessory Sinuses of the Nose, p. 383. stand and subsequently being inspired by the anatomical 
. eal Wright, J., and Smith, H. (1914a). Diseases of the Nose and Throat, studies of McWhorter (1917), I 
109. came to the conclusion that the 
parotid was a bilobed structure, 
; and that the facial nerve lay not 
logical} To mark the beginning of the National Health Service the Minister in the gland but between its two 
nds tof of Health attended various ceremonies in Lancashire on July 5. lobes: in short, that the facial 
ormal, Speaking at Preston Mr. Bevan said that he wanted to thank all a z 
ess of | tose men and women—in local government, in voluntary hospitals, nerve might be regarded as the i ; lets 
ce committees, in nursing associations, and in all those meat within a parotid sandwich 
ies and organizations—which had had the job to do in (Fig. 1). No other secretory section through the parotid 
> con-} the past and had done it so well. They were handing over gland, I argued, has an im-_ gland, seotariie for uns 
neans, | Much that was a good going concern, with good ready-made assets ? 4 e of the facial nerve sand- 
ia with which to start, and so making the task easier. “We are not portant motor nervet running iched beiween the super- 
, changing the old services because they were bad; we are changing through it, and no other secre- ficial and deep lobes. 
in the} rather to make good services better and more available to all.” tory gland has lymphatic nodes 
nuous | He would also like to thank all those who had worked unremittingly within its parenchyma. Surely both the nerve and the 


during the last two years in framing the new scheme. Among them . ° . 
were the representatives of the professions who had helped with lymphatic nodes are extracapsular , just in the same way 
where } rgulations and administrative arrangements, especially the chemists as lymphatic nodes lie tucked between the opposing 
drain- ophthalmic and and construc- capsule-covered surfaces of the buccal and cervical lobes 
co-operation ha m most valuable in working out a better : std : 
xheme than would otherwise have been possible. He would par- of the submaxillary salivary gland. rey! d * 
tcularly mention the staffs of insurance committees, who now passed Although there are considerable variations in the dis- 
) executive councils and who had had to carry a very heavy position of the nerve within the parotid gland, forvpractical 
arrow} wurden; the various local professional committees; thosé who had purposes it may be stated that much more often than not ( 
or the served on preparatory committees, such as the three presided over the facial lies between & comparatively lares supe- 
of 8 by Sir Will Spens; the Pharmaceutical Working Party under Mr. W. e facial nerve lies between pa y large sup’ 
Penman, and the Dental Estimates Board and its officers. There ficial lobe and a variably sized deep lobe, the two being 
-p the were some doctors reported to be telling some of their patients that connected by an isthmus. It is on this anatomical concept 
nveni- oe would accept them as paying patients but not under the National that the operations of superficial lobectomy and complete 
easily. th Service. Such conduct was of course a complete abuse of id dered ticable + consequentiy the 
the doctor's right of free choice of patient, and doctors guilty parotidectomy are rendered practicable ; conseq y 
MOMEFof it would be condemned by their colleagues as a disgrace to their ~ . 
rease$f profession. All could help the new scheme by co-operation, by . *Part of an address delivered before the Assembly of the Inter- 
ation.) *PProaching the Service with the determination to make it work national College of Surgeons in Rome on May 19, 1948. ; 
or the Well, and by not rushing for treatment which was not urgent in tA possible exception is the recurrent laryngeal nerve, which, 
y the early days of the scheme. : according to Berlin, traverses the thyroid gland in 7% of cases. 
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following description of the surgical anatomy of the parotid 
gland may prove helpful. 

The facial nerve emerges from the base of the skull at the 
stylo-mastoid foramen. After a course of approximately 
1/2 in. (1.25 cm.) it appears to plunge into the deep aspect 
of the gland a little below its middle. Actually it comes to 
lie in a groove on the under surface of the superficial lobe— 
viz., AA. I have noted repeatedly that the main trunk 
of the nerve can be separated by blunt dissection from the 
mobilized gland, aided here and there, in certain cases, by 
the sharp dissection of some fibrous bands. The main 
nerve trunk approaches the parotid isthmus from behind, 
and on reaching the isthmus divides into an upper temporo- 
facial branch which passes above the isthmus and a lower 
cervico-facial branch which passes below it (Fig. 2). 


Fic. 2.—The disposition of the temporo-facial and cervico-facial 
_ divisions of the facial nerve as they embrace the isthmus. 
Because of the relatively small size of the deep lobe, out- 
lying subdivisions of the nerve—i.e., the pes anserinus— 
rest between the superficial lobe and the masseter muscle. 


Particularly from a surgical point of view, the temporo- . 


facial division, which is often the larger of the two divisions, 
is the more important. 

In a number of instances, after the two primary divisions 
of the nerve have embraced the isthmus they are connected 
at a varying distance in front of the isthmus by one or 
more anastomotic twigs (see Fig. 2). No doubt this 
accounts for some cases of unexpected late recovery of 
partial facial paralysjs following parotidectomy. 

The Isthmus.—This is variable. Sometimes it is relatively 
broad ; even so, the primary divisions of the facial nerve 
seem always to embrace it. 

The Superficial Lobe.—This also varies in size and shape. 
Large superficial lobes often extend as much as 2 in. (5 cm.) 
downwards into the neck (Fig. 3). On scores of occasions 
in the course of excision of adherent tuberculous cervical 
nodes situated in the upper third of the neck I have found 
it necessary to resect a portion of the cervical prolongation 
of the parotid gland. In a boy of 9, referred for operation 
because tuberculous cervical adenitis had failed to resolve, 
the swelling proved to be a mixed tumour situated in the 
cervical prolongation of the parotid gland, which extended 
so far downwards as to cause the swelling to be truly 
cervical. 


The Deep Lobe.—I have learnt to segregate deep lobes bing 


into two categories—the “ knob ” and the “ rabbit warren.” 

The “ Knob.”—In approximately 40% of cases the dee 
lobe is relatively small, ovoid in shape, and overlies the 
base of the condylar process (Fig. 4). It has been argued 
that if the tumour has been removed satisfactorily by super. 
ficial lobectomy it is incon- 
sistent with radical surgery 
to leave behind a piece of 

. the parotid gland (the deep 
lobe), even if this knob is 
presumed to contain normal 
tissue. To this I rejoin, 
“Quite so”; but (a) even 
the removal of the knob 
causes renewed venous hae- 
morrhage from what I take 
to be radicles of the posterior 
facial or the internal max- 
illary veins, and (5) until 
further dissection has been 
performed it is sometimes 
uncertain whether the deep 
lobe is in truth strictly of the 
“knob ” variety. 

The “ Rabbit Warren.”— 
Contiguous with the deep 
surface of the deep lobe is 
a prolongation that plunges 
behind the posterior border 
of the mandible (Fig. 5) 
towards the styloid process, 
which it surrounds. The 


Fic. 3.—Superficial lobe of ‘ 
parotid with a 
extension. 


. Fie. 4.— lobe: Variety 
A, the “ knob.” 


most formidable possibility by. 
_is that in the depths of ith carcin 
the warren the deep lobe is had seen 
adherent to the jugular vein el] and w 

near its bulb. It is for this hmour. 
reason more than for any All the f 
other that the operator can omplete p: 
give a sigh of relief that an i. with t 
exacting operation is virtu- ose who | 
ally completed when he is , Fic. 5.—Deep lobe: VarietyE on in 

, the “ rabbit warren. 
convinced that a deep lobe en eXami 
consists entirely of normal parotid tissue. fag for v 


After leaving deep lobes, including un- fe report 
doubted “rabbit warrens,” in situ many hich there 
times I am still amazed by the fact that @hmmarized 
salivary fistula following superficial lobec- fe patholo 
tomy is conspicuous by its absence. cinoma. 

Stensen’s Duct.—My experience of dissect- p adenolyr 
ing this structure in the living is at variance] As for th 
with what is depicted in works on anatomy. & attempt 
In over 80% of cases Stensen’s duct is 4feve had b 
rounded structure no larger than a fin@Btere and j 
hypodermic needle. In order to display the inolymph 
pes anserinus, after incising the parotid}, omy of 
fascia longitudinally I employ transversfijents ove 


“haemostat dissection” (Fig. 6) similar tfying peri 


that so well known in connexion with cleat{n. of fac 
ing a vein before its cannulization. By this¥ them are 
procedure a number of thread-like structuresy, paralysi 
are isolated ; all cross the masseter musclhrtunate co 
transversely. It is usually impossible to idemBat side—tp 
tify any one of them as the parotid duct untilhildhood. ° 
bisection of the isthmus (a much later SlhAirihe pati 
of the operation) has been carried out. Onlffsinction to 


Fic. 6. — twice can I recall having displayed a gooseisitive, but 
dissection. quill-like duct similar to that described from 


case 
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) lobes bipstrated in works on anatomy, and only once have I seen 
irren.” & socia parotidis (acessory parotid gland), which one gathers 
ed ym anatomical illustrations should be a regular appendage 
ies the pf Stensen’s duct. McCormack and his co-workers (1945) 
argued found Stensen’s duct to be duplicated in 7% of cases. 

Results of Parotidectomy 


| have performed parotidectomy 77 times. In 54 cases 

verficial lobectomy or total parotidectomy has been 
ormed ; in the remainder extracapsular resection of a 
nour was carried out. Superficial lobectomy or total 
stidectomy was undertaken : 


For parotid tumour 45 cases 
For sialectasis .. .. os 6 cases 
\ | For tuberculous parotid lymphadenitis with 
1 case 


For Boeck’s sarcoi 
In 17 cases the tumour was a recurrent one; in one 
bce it had recurred four times after various operative 
cedures, and in two it had recurred twice. A number 
the patients had received radiotherapy without benefit. 
In six instances the patient had palpably enlarged cervical 
mph nodes ; these were excised either at the time of the 
wrotidectomy or at a separate session. In five of the six 
ses the invasion of the nodes by the tumour was confirmed 
{stologically. In all these five patients further metastasis 
s occurred, from which four of them have died. In the 
sth obviously enlarged lymph nodes were (unexpectedly) 
morted upon as being inflammatory, and this patient, who 
d combined total parotidectomy and excision of cervical 
mph nodes, is alive and well nine years later. 
The original case of superficial lobectomy was Mrs. E. R., 
ed 65, and the operation was performed in February, 
37. In 1948 she was admitted to a municipal hospital 
ith carcinoma of the stomach and metastases in the liver. 
had seen her a year previous to this, and then she was 
el and without any sign of a recurrence of the parotid 
ymour. 
All the patients who have had superficial lobectomy or 
plete parotidectomy performed have been followed up, 
id, with the exception of one who died accidentally and 
ose who had secondary deposits at the time of the opera- 


Variety 


Variety all, including the recurrent cases, have been traced, 
: en examined, and been found to be cured of their neo- 
tissue. fasm for varying periods up to 10 years. In 80% of cases 
report on the histologically variegated neoplasm, about 
many fhich there is so much pathological controversy, can be 
hat &immarized as “ mixed parotid tumour.” In a few instances 
lobec- he pathologist specifically stated that the tumour was a 
cinoma. In three examples the tumour was found to be 
ssect- adenolymphoma.* 
lance | As for the integrity of the seventh nerve, in two patients 
tomy. ) attempt was made to preserve it, because in one the 
1S @ieve had been cut at a previous operation performed else- 
| fin¢fiere and in the other the neoplasm (which proved to be 
the Kinolymphoma) was so extensive and friable that the 
arotid fy lomy of the region was confused. Of the remaining 
sversflients over 40% had temporary facial palsy lasting for 
ar ting periods up to one year. Only five of these showed 
cleat-fons of facial muscular weakness after a year—but none 


y thisF them are seriously inconvenienced by it. One patient 
“turesRs paralysis of the temporo-facial division, but by a 
wuscle tunate coincidence she is the possessor of a glass eye on 
idem at side—the eye having been removed for an accident in 
a hildhood. This patient by reason of the glass eye, although 


*All the patients were elderly men. An adenolymphoma, in contra- 

sinction to all other tumours of the parotid gland, is radio- 

00s Milive, but clinically there is no method of distinguishing this 
dagen others. A radiotherapeutic test would probably segre- 
cases. , 


an intelligent woman, is not aware of the fact that she can- 
not approximate her left eyelid. In two patients on whom 
the operation was performed less than a year ago full 
recovery of the facial nerve is improbable. In one of these 
an immense tumour displaced the nerve medially at the 
stylomastoid foramen, and although the branches are intact 
the nerve may be damaged at its exit from the skull.f In the 
other the cervico-facial division entered a very large tumour 
which had been removed elsewhere a year previously, and 
I cut this division deliberately. 


Envoy 

In all instances before carrying out parotidectomy I 
warn the patient that the integrity of the seventh nerve 
cannot be guaranteed and a degree of facial palsy 
must be expected for several months. I am thankful to 
say that I:can now sound this warning less loudly than in 
time past. Moreover,’I am relieved to find that in cases 
of parotid tumours the advice to have a large part or all 
of the parotid gland removed is to-day less at variance with 
world opinion than it was even a year or two ago. 

Old beliefs die hard, and the misconceptions to which I 
referred (Bailey, 1947) are by no means dead, but, as a 
result of this’ follow-up, dead are my earlier beliefs and 
fears that my days would be darkened by disconsolate, 
doleful individuals whom I had hideously deformed by 
carrying out parotidectomy on unselected cases, particularly 
when operative treatment had been discouraged or stated to 
be definitely contraindicated by experienced general practi- 
tioners and, in some instances, by front-rank surgeons. 
Dead, too (or at any rate comatose), are those disturbing 
thoughts of standing in the witness-box pilloried by the 
prosecuting counsel who, holding aloft a pre-operative 


‘ photograph, exhorts the jury to “look upon this picture, 


and on this ”°—my patient. In only one instance have these 
trepidations been vindicated even in a very mild degree. 

The patient was a man, aged 34, whose obvious parotid 
tumour, which he said was getting bigger, added asymmetry to 
a face that could never have been his fortune. None the less, 
after removal of a tumour of a deep lobe which surrounded 
the styloid process, relentless]y he assured me that as the tumour 
had given him no trouble he would rather have kept it than be 
compelled to greet his staff and customers with a unilateral 
smile. Owing to the difficult nature of the operation I was 
convinced that in his case the paralysis would be permanent. 
Before recommending Lodge’s operation for facial palsy I sent 
the patient to Dr. Yealland, who advised waiting until 12 
months had passed. This was the only patient who did not 
attend the follow-up I organized for the purpose of writing this 
review. All the other patients came, some from great distances 
—e.g., the North of England and Wales. Eventually, however, 
after five requests he condescended to call (his office being 
situated five minutes from Harley Street). The affected facial 
nerve was functioning perfectly. : 

“ All hooey ”’—a descriptive term not yet in the authors 
and writers’ codex—succinctly conveys the impression 
regarding parotidectomy with preservation of the facial 
nerve that was gained by.,candidates for the Scottish and 
Irish as well as the English Fellowship at instructional 
classes in 1947. I am glad to find that, thanks to the testi- 
mony of my former house-surgeons and postgraduates, this 
teaching is being modified. 

Regarding the pure anatomy of the facial nerve, so far 


~as I have ascertained, Barry Anson, professor of anatomy 


in the Northwestern University of Chicago, whose contri- 
butions on applied anatomy are so helpful to surgeons, 
stands alone among English-speaking anatomists in teaching 
that the parotid gland is a bilobed structure with the facial 
nerve running between the lobes. Morris’s is the only 

+Since writing this, the patient has been re-examined, the 
a, sd the seventh nerve is returning (10 months the 
pera 


| 

| 

of the 
cervical 
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textbook in English that makes any mention of the bilobed 
conception, and in the 1942 edition McWhorter’s (1917) 
paper is quoted. On the other hand, the French school of 
anatomists have long accepted the newer teaching, and in 
their standard textbook (Rouviére, 1943) the account of the 
parotid salivary gland is replete with a description of the 
facial nerve lying between a superficial and a deep lobe. 
In this connexion it should be emphasized that the Ameri- 
can surgeon McWhorter (1917) admitted that he derived his 
ideas from the French surgeon Grégoire (1912). 

Masterly sharp dissection with a knife that is deftly honed 
at frequent intervals is a heritage of which members of the 
Anatomical Society of Great Britain and Ireland are justly 
proud. To display the arborescing facial nerve by cutting 
formalin-hardened, dehydrated if not desiccated salivary 
tissue calls for much honing and great skill. I believe that if 
the supple parotid gland of a fresh subject was distended 
by injecting an appropriate blue-stained fluid into Stensen’s 
duct, after employing the knife to disengage the peri-parotid 
fascia and to free the excised mastoid process with the 
sterno-mastoid muscle attached, the scalpel could be laid 
aside, and under these conditions, by haemostat and blunt 
dissection only, the main trunk of the facial nerve could be 
followed to its bifurcation and further without incising any 
(blue-stained) salivary tissue. 


I am deeply indebted to Dr. L. R. Yealland for examining the 
muscle reactions and accurately prognosticating in a number of 
instances where recovery from facial palsy was doubtful ; to Professor 
Anson and his pupils for their encouraging anatomical substantia- 
tion of the bilobed structure of the parotid gland ; to Mr. C. 
Eisinger for great assistance in translating foreign works on anatomy ; 
and to Dr. Donald Teare for his careful histological study of the 
tumours I have removed. 
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Hull Royal Infirmary was founded on March 22, 1781, and received 
its first patients in September of the following year. To mark the 
transition which took place on July 5 the Managing Committee 
has issued a handsomely produced booklet which has been prepared 

, by Mr. K. J. Lowson. This tells the story of the Infirmary from 
. its foundation to the present day and includes brief biographical 
notes on all the members of the honorary medical staff. Also 
included in the booklet. are pictures of the hospital in 1784 and in 
1850 arid there are photographs of the present and past. honorary 


Extrarenal uraemia—or “ prerenal uraemia” according 


ACUTE URAEMIA 


BY 


S. G. ZONDEK, M.D. 

(From the Department of Internal Medicine of the Hadassah fering fr 
Municipal Hospital, Tel-Aviv) worted (Zo 

ma y ni 


Fishberg (1939) and “renal anoxia” according 


Maegraith et al. (1945)—is probably the most freque 
form of acute uraemia (Zondek, 1944, 1946; Maegraj 
et al., 1945). This view is supported by the results refe 


A man ag 
phritis two 
no he has h 


to in this paper. weocytes an 
Extrarenal uraemia is a non-specific body-reactiop 


i.c., a pathological process met with in entirely differe ea) exami 


diseases. The uraemia in question is called “ extrarenal: could n¢ 
(other possible terms will be discussed later), as it occy mperature ¢ 
in diseases not primarily involving the kidneys and jghroughout t 
patients who may not have previously suffered from kidnegine remain¢ 


no chang 
cells and 
fever peri: 


trouble. The renal failure in these cases seems to be @ 
a functional nature ; another, and essential, characterisj 
is its association with extrarenal azotaemia, a proce 


caused by increased endogenous breakdown of protg type 
which can be diagnosed (Zondek, 1944, 1946) by symptomgs est tempe 
such as an increase of non-protein nitrogen in the bloody evening)- 


in addition to a dissociation of the urea~—sodium-chlorid&, 
excretion (in the urine, great quantities of urea and sm 
quantities of sodium chloride). «in 

If quite different groups of diseases, comprising not or 
general affections such as burns, crushing, surgical shéd 
and general infections (e.g., Weil’s disease) but also affegbod: , 
tions of special organs, such as liver diseases and m te acid af 
cardial infarctions, can cause either pure external azotaemig'™: 


nal azo 


Da 


ral (g. per lits 
or extrarenal azotaemia plus renal failure—i.e., extrarengt nine 
uraemia—might not primary renal disease, too, occasia NC) an 


ally be the cause of this symptom-complex ? The follo 
ing case may prove this assumption correct. 


case 
Case 1 meral infec 
A man aged 48 underwent a calculus operation of the urinagphritis. T 


bladder a few months before the onset of his present illnagphritis exist 
Three days before his admission to hospital cystoscopic @her, Folloy 
amination was carried out because of new troubles and Wh yreq and 1 
followed immediately by chills and high temperature. Ded. poon asc, 
occurred 48 hours after admission.. While in hospital he 


two more chills and the usual symptoms of severe infectic # pee . 
X-ray examination revealed the presence of a calculus in t onal wt 


lower part of the right ureter. The urine contained only trae 
of albumin and leucocytes. A blood examination showed from as 
white cells 13,400 per c.mm., with a marked shift to the lgeviously aff 
(juvenile cells 34%). Urea on the day of admission was 136 my the stron 
per 100 ml. ; two days later (the day of death) it was 153 tieretion (Na 
Uric acid was 8 and 9.7 mg. per 100 ml. respectively. The Uff, of yrea 
output for 24 hours amounted only to 1,200 ml. Its NaCl cag, 5s «6 The 
centration was 0.8 g. per litre and its urea concentration 184 mobably d 
per litre ; accordingly the total excretion on this day was Na 


0.96 g., urea 22 g. The NaCl-urea ratio was 1:23. Thot * only ; 
death resulted from severe septic infection the uraemia 4 ly pe 


tainly was of clinical importance ; the nature of the latter 
not differ from typical extrarenal uraemia as seen in the cout much less 
of various non-renal diseases, which is proved by the disso@milar condit 


tion of the urea—NaCl excretion and to some degree M#fonic kidney 
by the fact that the urine was actually free from albumin 
contained no casts and no cells except leucocytes. 

woman agé 


Extrarenal azotaemia is probably also a manifestal) accoy 
of non-specific pathological processes caused by quit @&n no more c 
ferent diseases and appearing even in persons who Mifore admissic 
never before have suffered from any kidney troubles. f¢ pyrexia 1a 
what will happen if a person suffering from chronic kidite attack st: 
trouble contracts one of the various diseases potentiallyagm™sion she h 
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5 cause extrarenal azotaemia or extrarenal uraemia? The 
asional coincidence of chronic renal disease and extra- 
nal azotaemia or extrarenal uraemia seems natural if our 
asic conception is correct. May we expect interference 
both these processes, and what will their clinical 
wiliarities be ? Extrarenal uraemia appearing in a person 
assaktyfiering from chronic renal disease has already been 
sorted (Zondek, 1944). Two more cases, each of a special 
may now be quoted. 
ng Case 2 
mf A man aged 30 was found to be suffering from chronic 
shritis two years before the present illness started. , Since 
ng he has had permanent albuminuria of 1-3 g. per litre, with 
weocytes and casts. Four days before admission to hospital 
fever started which lasted five weeks. The clinical picture 
embled that of typhoid fever ; all serological and bacterio- 
jical examinations, however, were negative. Amoebic hepa- 
enal4., could not be entirely ruled out in view of the fact that 
mperature eventually subsided after treatment with emetine. 
iwhroughout the period of fever the quantity of albumin in the 
kine remained at about the same level as before, and there 
no change after the patient’s recovery ; the same applies to 
be cells and casts found in the urine. Blood pressure during 
fever period, and later, was not raised ; systolic pressure was 
-110 mm. Hg, diastolic pressure about 70 mm. Hg. For the 
8-10 days after admission to hospital—the period with the 
iGhest temperature (102—103° F. (38.9-39.4° C.) in the morning 
&ij evening)—the findings in blood and urine were typical of 
nal azotaemia, as seen in the following table. 


Details of Case 2 


Day of Illness: 5 10] 14 | 16] 18 
(mg. per 100 ml.) 60 50 |36 |28 |24 
cid | 75 72 5-8 3-6 
| 1-7 | 1-5) 4-2) 1-2 | 3-2 | 3-1] 6-0 
40-8 | 41-6} 36-0) 34-4) 28-8) 31-2 | 18-4 | 12-8} 10-6 
0-85) 0-8) 2-1 0-6) 0-72) 1-92) 3-4 
20-4 | 22-5) 18-0 14-4) 18-7 | 11-0 | 13-0 


This case is one of extrarenal azotaemtia caused by 
meral infection in a person suffering from chronic 
rinugphritis, The extrarenal azotaemia and the chronic 
linagphritis existed separately and did not interfere with each 
ic @her. Following the accepted lines of diagnosis, the rise 
urea and uric acid in the blood would be considered to 
me been associated with the existing nephritis, and accord- 
tide) 2 State of true uraemia would be assumed. There is, 
n pvever, no doubt that the condition in question is one of 
raggtarenal azotaemia, which may occur in patients suffer- 
wedjg from a similar infection without the kidneys being 
¢ lgeviously affected. The extrarenal azotaemia is proved 
6my the strong dissociation of the sodium-chloride—urea 
3 Mcretion (NaCl-urea ratio up to 1 : 28) and a daily excre- 
' ue of urea greatly exceeding that resulting from protein 
PPh as The rise of urea and uric acid in the blood 
‘Nag Obably due to increased endogenous breakdown of 
nowmetin only; considering the high urea concentration 
, ite urine (up to 41 g. per litre) renal insufficiency can 
or @illy be assumed ; at least the insufficiency, if it existed, 
ous Much less pronounced than it might have been under 
so@milar conditions in persons not suffering from any 
mic kidney troubles. 


Case 3 


a. Woman aged 46 had had her right kidney removed 16 years 

D on account of renal calculus. Since then there had 
© “F0 no more complaints concerning the kidneys. Some weeks 
more admission she had a gall-bladder attack, with chills 
t pyrexia lasting a few days. Another and particularly 


idagrere attack started a week before admission ; at the time of ~ 


paigmission she had very high temperatures of septic type, chills, 


jaundice, and local peritoneal symptoms which lasted five days ; 
from the sixth day all these symptoms subsided. Bile pigments, 
including bilirubin, which were present in abundance at the 
height of the illness, likewise disappeared from the urine. 
At the time of the high temperature the urine contained albumin 


up to 1 g. per litre ; after that only traces were found ; in addition. 


there were always a moderate number of leucocytes, but no 
other pathological elements. For sodium chloride and urea in 
blood and urine see the table. After an interval of three months, 


Details of Case 3 


Day of Illness: 8 9 11 12 14 
( vies 1.) 12:0 
iliru ml.) . .. 2-0 

Urea cnt 96 60 32 
Urine: 

NaCl (g. per litre) 2-6 1-6 1-4 2:0 2-4 

Urea ie y 7-0 76 2:0 18-0 24-0 
Urinary excretion daily: 

NaCl (g.) 2-6 1-9 4-0 7-2 

Urea (g.) 7-0 9-0 29-0 36-0 720 


during which the patient felt comparatively well, she had 
another gall-bladder attack with the same clinical symptoms as 
the previous one. The sodium chloride and urea findings in 
blood and urine were also similar. 


Case 3 is one of severe: acute cholecystitis complicated . 


by a state of acute uraemia. The urinary excretion, at 
least in the first three.days, of only small amounts of urea 
in spite of a high urea level in the blood suggests that the 
renal insufficiency must have been rather severe. But a 
process of extrarenal azotaemia, too, must be assumed. 
This, however, was not recognizable until, from the third 
day onwards, the daily urinary excretion of urea rose (to 
37-70 g.) while the urinary excretion of sodium chloride 


still remained low ; the sodium-chloride—urea ratio was up | 


to 1: 10. 

Extrarenal uraemia is a rather frequent occurrence 
in severe liver diseases complicated by jaundice (hepato- 
renal syndrome); therefore at first sight Case 3 
does not seem to present any uncommon feature. But 
further examination revealed some findings deserving close 
consideration. X-ray examination of the kidneys showed 
‘that the pelvis of the left kidney (the right kidney had been 
removed) was almost entirely filled by calculus masses. A 
urea-clearance test carried out several weeks after the 


patient’s complete recovery from the acute cholecystitis and - 


the acute uraemia showed 22% of the normal value. 

From these findings there can be no doubt that the patient 
must have been suffering from chronic renal disease with 
renal insufficiency for a long time, though the latter was 
not severe enough to raise the urea level of the blood so 
long as there was no special call upon the kidneys. But 
the condition changed definitely when, in consequence of 
the acute liver affection, a process of extrarenal azotaemia 
set in, thus forcing upon the kidneys the task of eliminating 
a much greater quantity of substances containing non- 
protein nitrogen. Yet there is an additional factor to be 
considered. Since in severe liver disease acute renal insuffi- 
ciency associated with extrarenal azotaemia may occur even 
in persons who have never before suffered from any kidney 
disease, the chances of its appearance may of course have 
been greatly enhanced because of the already impaired 
function of the kidneys. But, however severely the pre- 
existent chronic renal disease may have affected the course 
and the severity of the acute uraemic state, the latter must 
be considered to belong to the group of extrarenal azo- 
taemia plus acute non-specific renal insufficiency—i.e., 
extrarenal uraemia. 

Discussion 


Chronic and acute uraemia differ from each other not 
only in their clinical course but in the pathological 
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processes upon which they are based. Chronic uraemia may 
occur in the advanced or final stage of all chronic renal 
diseases. It is a remarkable fact that the morphological 
changes do not vary greatly according to the primary cause 
of the renal disease. Whichever the latter may be (chronic 
nephritis, malignant hypertonia, pyelonephritis, or even 
renal diseases not belonging to the group of Bright’s dis- 
ease), the morphological process met with when chronic 
renal insufficiency makes its appearance is that of con- 
tracted kidneys. Nor can there be any doubt that renal 
insufficiency in these cases is closely related to the mor- 
phological process, and that chronic renal insufficiency has 
no other origin than the pre-existence of renal affection and 
its histological manifestations. 

The genesis of acute uraemia, however, is of a different 
nature. In acute glomerulonephritis, for instance, it is the 
affection of the glomerular vessels, eventually leading to 
glomerular ischaemia, which must be held responsible for 
a possible occurrence of acute renal failure. But, whether 
the original nature of this affection be a functional spasm 
(Volhard, 1931) or a true endocapillaritis (for literature see 


Fishberg, 1939), the pathological process represents, as— 


generally assumed, nothing but a special body-reaction 
(“ allergic” according to Schick) to an extrarenal process 
—i.e., streptococcal infection in general. Glomerulo- 
nephritis, however, most certainly represents the back- 
ground of only a minority of all cases of acute uraemia, 
while the majority belong to that group of renal failure 
defined here as extrarenal uraemia. Actually the theory 
that acute uraemia is due to glomerulonephritis and the 
latter to an extrarenal process is not quite correct, since 
the former is to some extent also extrarenal. In spite 
of this the terms should not be changed, at least not 
at present. Since acute glomerulonephritis and what 
it stands for represent a body-reaction to a rather speci- 
fic cause—i.e., streptococcal infection—while extrarenal 
uraemia owes its occurrence to a variety of diseases, the 
big difference in the incidence of the two forms of acute 
uraemia cannot be surprising. How wide this variety of 
causative diseases is may be realized when it is said that 
even acute uraemia occurring in patients suffering from 
chronic renal diseases may be of the type of extrarenal 
uraemia. The occurrence of acute uraemia in cases of 
chronic renal disease has always been a difficult: matter to 
explain, since the latter, according to its morphological 
characteristics, supposedly leads only to chronic uraemia. 
Perhaps the observations reported here may throw some 
light on this question. 

In cases of extrarenal uraemia renal insufficiency may 
be regarded as functional. Though marked and well- 
defined morphological changes may be met with (Zondek, 
1944, 1946), particularly of the tubular apparatus (degenera- 
tion or even necrosis of the epithelium, chiefly that of the 
ascending loop of Henle and of the distal convoluted 
tubules), they do not, even in the severest cases, represent 
a necessary finding; accordingly pathological elements 
such as albumin, cells, and casts in the urine may be absent. 
A striking difference must be assumed between the patho- 
logical processes underlying the uraemia in cases of acute 
glomerulonephritis and that in cases of extrarenal uraemia. 
While the former condition is characterized by an affec- 
tion of the glomerular capillaries (functional spasm or 
endocapillaritis), sometimes verging on total glomerular 
ischaemia, in the latter a similar process has never been 
detected by microscopical examination. In addition, in 
cases of extrarenal uraemia blood pressure is found to be 
normal or even particularly low, while it is high in cases 
of uraemia connected with acute glomerulonephritis. This 
rise in blood pressure is only an expression of the vascular 
process mentioned above and is not restricted to the kidney 


vessels alone. On the other hand, disturbances of the big 
supply to the kidneys may also be responsible for the rey 
failure in cases of extrarenal uraemia (Fishberg, 193 
Maegraith et al., 1945; Trueta et al., 1946); they ay 
however, of a different nature from those typical ‘of am 
glomerulonephritis. 
According to Fishberg, reduced renal blood flow igs gh. 
decisive change found in “ prerenal” uraemia ; Maegraj@ 
et al. and Trueta et al., in addition to the reduction; 
the total blood flow, particularly stress a redistribytgt 


of the blood flow within the kidneys, which latter, in th, freque 
opinion, is characterized by a whole or partial divers, ee sec 
from the cortex. According to Trueta ef al. this chagh” thy of 
in blood supply is due to abnormal nervous reflexes via of pl 
suggestion advanced on the strength of very interesting : 5 and 
important experiments. The conception of a redistribytj rm so f 
of blood flow within the kidneys fits in very well with q rm the bi 
morphological renal findings as described by many auth hich how 
(for literature see Maegraith et al.) and recently again clearly 

firmed by Darmady (1947)—namely, that in cases of ext nether the 
renal uraemia the cortex is always found to be pale pmerular 


anaemic, while there is a marked congestion of the juy comprises 
medullary area and an engorgement of the vessels in , what t 
medullary zone. 


estions cé 
The fact that extrarenal uraemia is always associ it cannot 
with increased endogenous breakdown of protein led ’ seo ° 


the assumption that metabolites originating from this pg. edersta: 
cess may affect the kidneys and be responsible for { as that th 
occurrence of renal failure (Zondek, 1944, 1946). J yh 


hypothesis does not contradict that of Maegraith et al, "* oy 
Trueta et al., who regard the disturbances of the bl¢ ty es : 
supply as the decisive causative factor. Possibly the sq” a om 
posed metabolites—as also considered by the abc peanan in 
mentioned authors themselves—may affect the nerv@- ntl 
centres and thus become the cause of the abnormal blo - sm 


circulation within the kidneys. 


Obstruction of the urinary passages has until recer — 
been regarded as the exclusive cause of acute uraen ut, even ad 
such as may occur after intravascular haemorrhages—¢ ly be caus 
blackwater fever, transfusion of incompatible blood, @, tdly be i 
other acute haemolytic processes—as well as that sometit. mia is c 
occurring in the course of treatment with sulphonami@§, 
Precipitated pigment and precipitated crystals of fail 
amides were respectively supposed to obstruct mechanid thology m 
the tubules (intrarenal obstruction) and the lower partsh, pe cay: 
the urinary passages—i.e., the pelves of the kidneys and@,... arily ii 
ureters (extrarenal obstruction). Such a mode of act ry failure ’ 
may account, indeed, for certain cases of uraemia—ih, 
those where great masses of crystals of sulphonamig,.. ly be a 


obstruct the pelves and particularly the ureters. Acca 
ing to more recent investigations (Murphy and Wood, 19 
Foy et al., 1943 ; Maegraith and Findlay, 1944), how 
the possibility of intrarenal obstruction as the only or 
the main cause of uraemia must be abandoned, and § morphol 
holds true in cases of uraemia associated with yr emi 
processes as well as those caused by sulphonamides, regarded 
The direct toxic action of drugs (sulphonamides, Hfuraemia, s 
pounds of mercury) on the renal tissue may be consid@y 
possible. But this can hardly be the case in acute haem, 4). canes 
lysis. Since haemolytic processes always represent dised, wholly 


xpressed. 

In a pre 
ignated a 
lay be argu 


of a serious character, it seems from the first more nia” mi 
that renal failure in these cases is of the nature of ex 
renal uraemia such as occurs in so many other dise 
characterized by a turbulent course. Support for 
assumption can be found in the fact that the morpholog§ Acute uraer 
renal changes met with in cases of blackwater fever of the type 


transfusions of incompatible blood have been ob cdf Extrarenal 
resemble closely those which may be detected in caseises of acute 


* undoubted extrarenal uraemia such as crushing and PYM The term “ 


stenosis (for literature see Maegraith et al.). ON-specific wu: 


q There m: 
2 
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© blog phere may remain cases of acute uraemia which do not 
le Tenajong to any of the groups referred to, but they cannot 
193. gumerous. On the other hand we may assume that 
t majority of all possible cases of acute uraemia 
f aculaye been met with and been grouped, and in the result 
trarenal uraemia has been found to account for most of 
ne cases in question. 
if There is general agreement that contracted kidney is the 
tern for chronic uraemia. It may not be an exaggera- 
Oh; to assert that extrarenal uraemia is, to say the least, the 
Zost frequent pattern for acute uraemia. As to the patho- 
Whoical processes typical of extrarenal uraemia, the follow- 
«triad of specific features—increased endogenous break- 
4own of protein, disturbance in the blood supply to the 
jdneys and certain morphological changes in those organs 
ii has so far been recognized. They, all or in part, 
rm the background for the renal failure, the nature of 
Bhich, however, even if recognized as functional, is not as 
clearly defined. There is, for instance, no certainty 
Minether the chief cause of the functional disturbance is 
ale lomerular filtration or tubular reabsorption or whether 
> JUM® comprises both of these basic processes ; nor is it cer- 
10 fin what the peculiarities of these processes are. These 
yestions certainly open a. wide field for investigation. 


‘OCIal 1+ cannot be denied that the term “ extrarenal uraemia ” 
nd also “ prerenal uraemia”) may give rise to some 
isunderstanding in so far as it may be considered to 
for | er that there exists a state of uraemia where renal insuffi- 
fency does not represent the basic process. Such a con- 


< ption, of course, does not fit in with the facts. In “ extra- 
he ~genal” uraemia renal insufficiency does not play a smaller 


artthan in any other condition determined as “ uraemia.” 
he term “ extrarenal ” refers to the primary disease, which 
€rv@ extrarenal uraemia is not necessarily a renal affection as 
I bla h the classic form of uraemia. The eventual misunder- 
anding will certainly be avoided by accepting the term 
recel# renal anoxia” as proposed by Maegraith et al. (1945). 
Tact even admitting that the uraemia in question may actu- 
‘S—tily be caused by renal anoxia only, the two processes can 
od, dly be identified with each other: the fact that this 
neti -semia is caused by renal anoxia certainly does not justify 
amie conclusion that in turn renal anoxia necessarily leads 
ulphi® renal failure. For comparison, the subject of cardiac 
thology may be referred to. Though acute cardiac failure 
an be caused by coronary failure, the latter does not 
ecessarily involve the former ; therefore the term “ coron- 
ty failure” cannot replace that of “cardiac failure.” 
or the same reason the term “renal anoxia” can 
dly be applied when a state of renal failure is to be 
xpressed. 
In a previous publication “extrarenal uraemia” was 
signated also as “functional renal failure”; but. there 
ay be arguments against this‘term also: first, in view of 
od & morphological renal changes found in cases of extra- 
OMfnal uraemia the functional nature of the latter might not 
€S, Ge regarded as absolutely proved ; secondly, other forms 
» “Huraemia, such as that which occurs in cases of glomerulo- 
Side enhritis, may be functional too. If “ extrarenal uraemia ” 
aed bt the reason given above should no longer be regarded 
“f Wholly appropriate, the term “acute non-specific 
a mia” might best fit in with all the facts. 
lise 
or Summary 
logg Acute uraemia occurring in cases of chronic renal disease may 
er @¢ Of the type of extrarenal uraemia. 

“i Extrarenal uraemia represents the pattern for most of the 
asemses of acute uraemia. 
PY) The term “‘ extrarenal uraemia” may be replaced by “ acute 
On-specific uraemia.” ; 
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FIBROSITIS 


BY 


JAMES CYRIAX, M.D. 


Physician to the Department of Physical Medicine, 
St. Thomas’s Hospital, London 


Fibrositis has been divided into primary and secondary. 
This is a separation with which I am in the fullest agree- 
ment ; for in my opinion primary fibrositis is an imaginary 
disease and secondary fibrositis is a real entity. 


Primary Fibrositis 


Controversy has gone on for many years about the nature 
and identity of the different disorders included by common 
consent under this heading. The existence of fibrositis is 
affirmed by most clinicians, denied by most pathologists, 
but in the absence of an alternative explanation for the 
symptoms and signs purely negative views have carried 
little weight. 

It is my purpose to draw attention to the ready solution 
to the problem of the existence or not of fibrositis that 
can be obtained by going back to first principles. This 
involves taking a detailed history, making a clinical exam- 
ination of the patient, and drawing deductions on accepted 
lines from the physical signs discovered in each case. If 
this is done the conclusion is forced upon the unprejudiced 
observer that the symptoms so readily ascribed in the past to 
“rheumatic fibrositis” (i.e., fibrositis coming on for no 
apparent reason) are all in fact the result of articular lesions. 
I say “ unprejudiced observer ” advisedly ; for I started my 
professional life as the very reverse, and it is only recently 
that I have been able to convince myself that the condition 
has no real existence. 

_ Historical Note 


In 1816 Balfour described fibrous thickenings occurring in 
the muscles in chronic rheumatism ; Froriep, in Weimar, 
again drew attention to them in 1843. Sir William Gowers, 
in an article on lumbago in 1904, coined the term “ fibro- 
sitis ” to denote inflammatory changes in the fibrous struc- 
ture of the sacrospinalis muscles. He went on to point out 
—perfectly correctly, as time has shown—that subsequent 
sciatica is “ primarily d4n affection of the fibrous sheath of 
the nerve.” Ever since, the disease has been recognized by 
medical men as a true entity. For example, Stockman 
(1920) shows photomicrographs of inflammatory changes 
detected in excised fibrous tissue from patients with fibro- 
sitis. Steinberg (1942) illustrates polymorphonuclear infil- 
tration and proliferation of fibroblasts in a piece of the 
trapezius muscle excised from a woman who for 14 years 
had had generalized muscular stiffness ascribed by several 
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other physicians to a functional disorder. Another excel- 

lent photograph shows loss of cross-striation, disappearance 

of nuclei, and fibroblastic activity in a section of the latissi- 
mus dorsi muscle excised during the second week of 
recurrent lumbago. 

Copeman and Ackerman (1944, 1947) carried this work a 
stage further ; they searched for abnormalities of the trunk 
muscles in soldiers, whatever the cause of death. They 
began by postulating that fibrositic pain in the back was a 
well-known clinical entity and described lumbo-ilio-sacral 
trigger-points, myalgic spots, and tender rheumatic nodules 
as part of the disorder. Nothing suggesting inflammation 
of the soft tissues was found at post mortem; therefore 
pain experienced in this area was correlated with hernia- 
tion of fat-lobules present in the muscles. These studies 
received widespread approval and were followed by a con- 
firmatory paper by Hench (1946). He sought and excised 

‘such lumbar herniations, with complete relief from symp- 

toms lasting 6 to 36 months in 34 out of 37 cases of back- 
ache. In a book completed in 1945 but not published 
till 1947, though I stigmatized diffuse fibrositis in the lumbar 
region as an imaginary disease I had not yet taken the 
logical step of discarding it as a possible cause of cervico- 
thoracic symptoms. 

These authoritative opinions on a disorder whose exis- 
tence has been widely affirmed for more than 40 years, 
backed by the demonstration of pathological changes in 
excised tissue, provide a formidable array of seemingly 
relevant fact. No one denies, of course, that these changes 

_occur ; it is their bearing on symptoms experienced in that 
region which is called into question in this paper. My 
views serve to illustrate the time-worn truth that anatomical 
diagnosis must precede pathological investigation. Until 
the tissue at fault has been singled out microscopy is out 
of place. 

Preconceptions to be Discarded 

1. That Muscle Spasm Denotes a Disorder of Muscle.— 
Spasm of muscles about some point is a secondary pheno- 
menon designed to protect a painful structure. Common 
- events are prevention of a joint from being moved beyond 
a certain range (e g., in arthritis) or about an inflamed viscus 
(e.g., in appendicitis) Generalized muscle spasm, apart 
from congenital myotonia, is also a secondary disorder 
caused by fear, cold, upper-motor-neurone lesions, tetany, 
toxins, etc. Temporary spasm of a single group of muscles 
can be brought about by unaccustomed exercise—e.g., in 
the adductor muscles of the thigh after riding. Thus the 
existence of spasm of several muscles provides a strong 
indication that the muscles themselves are- normal. Its 
detection should lead to a search outside the muscles for the 
cause of the spasm. 

2. That Muscles in Spasm are Tender—At the knee or 
ankle, for example, where muscles and joints do not over- 
lap, it is obvious that the pain and tenderness lie at the joint, 
not in the muscles, however wasted they may be and how- 
ever ready to spring into spasm to protect the joint. 

3. That Tenderness of Muscle Indicates a Muscle Lesion. 
—Many muscles are normally tender at only one point in 
their extent—e.g., the deltoid insertion at the humerus, the 
extensor bellies overlying the head of the radius. More- 
over, in cases of root pressure in lumbar and cervical disk 
lesions genuine unilateral deep tenderness of muscle is often 
found. It was tempting to ascribe this phenomenon to small 
areas of fasciculation secondary to the lower-motor-neur- 
one lesion, but it occurs in muscles situated where the pain is 
felt but not supplied by the damaged root—e.g., the trape- 
zius and levator scapulae muscles in seventh cervical root 
pressure. The chief assistant in the department, Dr. M. 
Woodhouse, has kindly carried out electromyograms on 


the vertebro-scapular muscles in these cases and hag eg 
lished that fasciculation is absent there. Hence the " 
once entertained that the cause of referred tendernesg Hei 
to be found in a number of small areas of neurogenic gyal 
within a muscle has had to be abandoned. It is po 
tenderness of a muscle, but pain elicited by the approp | 
resisted movement that identifies a muscle lesion. oo 

4. That Nodules or Crépitus at a Muscle are Significang)geck ; lim 
When excised, the nodules so often felt at the lumbo-ghuypipiats, ™“ 
region are found to consist of collections of lobulated ggronounce 
lying superficially to the muscles. Copeman and Ackerpgafticular | 
have shown that lobules of fat occur also in the substagme™! 4 
of the sacrospinalis muscles. Correct interpretation of 
physical signs serves to demonstrate that they are not . Ot th 
cause of symptoms felt in the lumbo-gluteal region, as yet 
merely so happens that pain and tender fat deposits trapezius, 
both common there. Yet for generations deep magggperratus a! 
to these innocent little swellings has been given under gpnd passiv 
best auspices. The same applies to muscular crepitus 9 pular ai 
which I used to attach importance when the idea of nodw “¢!%5"¢ 
had to be abandoned. It was puzzling to find that strigpiatet! P* 
ness and coarse grating in a muscle did not alter whe. di oe 
patient’s symptoms ceased (Cyriax, 1941). The answe ry 
obvious now: muscular crepitus is a perfectly nombp " desiste 
phenomenon, felt most easily at the cervico-thoracic exisan one i 
of the erector spinae muscle. 

5. That Limitation of Movement in More than ¢ 
Direction can Result from a Muscle Lesion Alone — 


land finds 


neck, MUSC 
odular or 
ter !), th 


tendinous lesions are usually associated with a full rag olga 
of movement at the affected joint—e.g., tennis-elbow, sup. es 


spinatus tendinitis. A muscle lesion may, however, limlisplacemer 
movement in one direction—e.g., adherence of the quaddpper limb 
ceps muscle to the shaft of the femur limits the rangeg Brachial . 
flexion at the knee-joint; dorsiflexion of the foot is limigpight, and 
for a few days after a minor rupture in the belly @xminatio 
the gastrocnemius muscle. Though the movement tgmtases th 


stretches the damaged muscle may be limited, all §% % ™° 
other movements of which the joint is capable remain ae, 


full range. < 


becasionall 
6. That Examination of Conduction Along a Ne Seichnen 


Suffices——When pressure is applied to a nerve, pain resiutaneous a 


at first from interference with its sheath. If this continigedex or lor 


signs of involvement of the parenchyma may in due competdles and 
appear, but this is by no means certain (Cyriax, 19% analogy 
Hence, when pressure is exerted on a nerve by, for examge'™!!Y rm 
a prolapsed intervertebral disk or a cervical rib many ca@ — adl 

will remain unrecognized if the examiner awaits Bay of the | 


appearance of clear evidence of parenchymatous involl Pleurodyn 


ment. At present dural and nerve-sheath lesions unaccdiist but usu: 
panied by evidence of parenchymatous change are metimes 1 
labelled fibrositis and provide a large number of diagnoghoracic. It 
errors. thoracic 
-pome cases | 

Clinical Examination side-fi 

In suspected fibrositis, as in any other condition, fAdicates eit! 
physical signs must be sought and properly interpremfat the lesi 


Deductions can also be drawn on the nature of the disonpeion prov 
from the signs that in due course appear in patients #™ the lesic 
get worse. [bral bo 
The following uncontroversial principles should be 
in mind: (1) Passive movements indicate only the statisernible. 
the joint. Limitation of movement in more than one difort labelled 
tion indicates an articular disorder. (2) Resisted movemipn attemptec 
indicate only the state of the muscles. Pain felt whenPich this r 
muscle contracts, but no weakness, implies a minor m*lly trans! 
tendinous lesion ; weakness without pain implies com cats 
rupture or nervous disease. (3) A painful arc, or paili psn 
only on the relaxed side when a joint is moved pass cute 1 
indicates that the lesion is pinched where it lies betwee fbaused by in 


bony surfaces. 


age 
‘4 
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TURNAL 
Fibrositis at the Neck and Trunk 

aS est Let us now consider the physical signs and the subsequent 

he he ' in patients hitherto regarded as suffering from 


jstory 
Ness Ws eumatic fibrositis. 
IC 4-yte Rheumatic Torticollis—The patient often wakes up 
iS new. 4 finds himself prevented by severe lower cervical pain, more 


rOprig-wtked on one side than the other, from moving his neck at 
Examination shows: perhaps lateral deviation of the 
ficant§seck ; limitation of movement in all directions at the cervical 
siqts, more marked in some than in other directions ; and 


7 onounced muscle spasm. These signs clearly indicate an 
ated icular lesion. In fact, the condition is due to any attack of 
rs ipternal derangement—lumbago in the neck, as it were—and 


ye signs are of the same order. If spontaneous reduction does 
ot soon occur the pain usually shifts to one side only of the 

of the neck. The pain is now felt solely in the scapular 
ra; yet what possible lesion of the muscles hereabouts 
trapezius, levator scapulae, rhomboid, latissimus dorsi, spinati, 
akerratus anterior) could conceivably prevent nearly all active 
‘nd passive movement at the neck while leaving the voluntary 


n of 
not 

ion. 


nder 


itus poapular and arm movements free and painless ? 
pe. Vertebro-scapular Fibrositis—The patient may start with 


str) pilateral pain that shifts to one scapular area, or the symptoms 
may come on gradually and be unilateral from the first. 
whetfe.amination usually shows a full range of movement at the 
OSWetireck, the extremes of some movements hurting, of others not. 
NoMthe resisted movements of the neck and scapula are painless. 
© exifan one imagine any unilateral lesion of the paravertebral 
eck muscles or of the vertebro-scapular muscles, however 
odular or crepitant they may appear to be (before, during, and 
ter !), that leads to pain felt at the extremes of range at the 
ical joints but to no discomfort when the resisted neck and 
apular movements are tested ? Spontaneous reduction may 
ake place or the condition may pecome stationary. If the 
i isplacement increases, the pain begins to radiate down the 
mper limb ; tingling may be felt in the fingers. 
Brachial Neuritis——In most cases the pain is severe, worse at 
ipight, and uninfluenced by use or rest of the painful limb. 
examination shows that one or other of the neck movements 
eases the pain in the arm ; another perhaps eases it ; limita- 
ion of movement in one or two directions may be noted. If, 
sis usual, the sixth cervical joint is affected, wéakness of the 
riceps muscle eventually becomes apparent in most cases ; 
becasionally the power of flexion at the wrist is slightly reduced. 
@luggishness of the triceps-jerk is a rarity. A.small patch of 
gutaneous analgesia may be detected at the dorsum of the 
dex or long finger ; often the patient complains of pins-and- 
e compecdies and numbness with nothing objective to show for them. 
¢ analogy with sciatica has become complete, and it is now 
nerally agreed that brachial neuritis of the type described 
bove is the result of a cervical disk lesion. Do not the 
+ “Brcursors, described under the two previous headings, form 
‘aitS Bart of the same pathological process, but lesser in degree ? 
INVOH Pleurodynia.—The pain is felt in the thorax, posteriorly at 
nacedist but usually spreading anteriorly if it becomes more severe ; 
e usUMometimes the symptoms are purely abdominal or anterior. 
iagnoghoracic. It is difficult to prove that all these cases are caused 
thoracic disk lesions, since the physical signs are in 
ome cases equivocal. However, examination may show that 
mink side-flexion towards the painful side causes pain. This 
tion, §idicates either that active contraction of the muscle hurts or 


erpre™mt'the lesion is squeezed. When, as is usual, resisted sice- 
disometion proves painless the muscle is exculpated. This means 
nts the lesion lies intra-articularly and is pinched between two 


ttebral bodies. The same reasoning holds good when pain 
Pi active but not on resisted trunk extension is discovered. 
be bo itaneous analgesia at an intercostal space is seldom 
» Staliscernible. Further proof that unilateral thoracic pain of the 
ne difort labelled fibrositis arises from a disk lesion may be obtained 
ovemi@pn attempted manipulative reduction ; cases are met with in 
when Phich this results in a click, whereupon suddenly the pain is 
holly transferred to the other side of the chest. This must at 
east indicate that the lesion lies loose within a cavity situated 
the middle of the body, and only one such exists—the inter- 
Pall Rertebral joint. 
Acute Lumbar Fibrositis (Lumbago).—1 regard lumbago as 
wee aused by internal derangement at a low lumbar intervertebral 


joint. (Cyriax, 1945). The patient bends forwards and is 
suddenly immobilized in the flexed position by severe pain in 
the lower back, usually bilateral. Examination shows muscle 
spasm to limit lumbar movements. If this event was described 
as occurring at the knee-joint, even if it was found that spasm 
of the hamstring muscles was limiting extension at the knee, no 
one would hesitate to ascribe the accident to internal derange- 
ment. Were lumbago really caused by acute fibrositis of the 
sacrospinalis muscles, with spasm, opisthotonos would result ; 
in fact, the typical posture involves some degree of trunk 
flexion. Examination of a patient with acute lumbago shows. 
marked limitation of movement in each direction at first ; later 
the range of flexion and side-flexion gradually returns, only 
trunk extension remaining impossible. Limitation in each 
direction indicates, as always, an articular lesion; the sudden 
onset and the persistence of limitation of trunk extension only 
show that internal derangement took place. Posterior dis- 
placement of part of the cartilaginous disk provides a block at 


‘the back of the joint preventing full approximation of the 


posterior articular margins—i.e., trunk extension. Once a 
patient has had lumbago he is subject to recurrences, as. would 
be expected in loose-body formation within a joint. 

A few patients with lumbago display the lumbar signs of 
sciatica (lumbar deviation, generally away from the painful 
side, and limitation of trunk flexion) and a few patients with 
sciatica have the signs of lumbago, but this is not surprising 
when one remembers that they are essentially the same disorder. 

Chronic Lumbar Fibrositis (Backache).—The patient may feel 
his back give way or click during, say, heavy lifting, and there- 
after he finds himself subject to backache. Or he may develop 
pain more gradually, for no obvious reason or even after a 
period of rest in bed; recumbency in flexion is the common 
cause of the backache coming on during the puerperium. The 


- 


pain is usually central, becoming unilateral later ; the reverse - 


sequence also occurs. ; 

In the early stages examination of the patient standing often 
reveals the existence of a painful arc, especially on coming up 
from trunk flexion. This means that trunk flexion has allowed 
a slight degree of backward movement of the fragment of disk 
to take place while the joint gapes posteriorly. At the moment 
when the joint surfaces reverse their inclination as lordosis is 
regained the disk ‘s sharply squeezed. Alternatively, pain may 
be felt on the side towards which the trunk is bent, associated 
with absence of pain when the same movement is tested against 
resistance ; this phenomenon also implies that the lesion is so 
placed that it can be squeezed between the vertebral bodies. 
I used to think that painful pinching could occur between the 
lumbar transverse processes on side-flexion of the trunk towards 
the painful side, but this attractive idea has had to be 
abandoned. In other cases ‘the signs are less distinctive, but it 
is my experience that, judged by the effect of manipulative 
reduction and of epidural local analgesia and by the later 
development of sciatica, there is no difference between cases 
showing clear signs of a disk lesion from the first and those 
with equivocal signs. 

Gluteal and Sacro-iliac Fibrositis—The history may be of 
central lumbar pain, perhaps recurrent, which later settles in 
one buttock. Sometimes the pain starts in the buttock with- 
out any premonitory backache. Examination often shows that 
full trunk extension reproduces the pain in the buttock. Since 
the lumbar muscles and every structure at the sacrum or the 
buttock, apart.from the joints themselves, are relaxed by this 
movement, it follows that gluteal pain reproduced thus arises in 
the lumbar, sacro-iliac, or hip joints, not locally. If clinical 
examination then shows that the hip and sacro-iliac joints are 
normal and that resisted contraction of each of the buttock 
muscles tested in turn is painless, the lesion must lie at a lumbar 
joint. Epidural local analgesia quickly confirms the fact that 
the symptoms arise from pressure exerted at the side of the 
dura mater. Moreover, most patients with this symptom are 


on the brink of sciatica ; hence‘ the mere passage of- time often 
makes the diagnosis obvious. 

Sciatica and Anterior Crural Neuritis—When neurological 
signs are present it is generally agreed that disk protrusion is 
responsible. But it must be remembered that pressure exerted 
ona nerve root from without may not be sufficient in degree to 
affect conduction. Thus the tests for the sheath of the nerve 


| 
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must also be given due weight. Hence the arrival at a diagnosis 
in cases of diffuse pain felt in the lower limb involves clinical 
examination of the lumbar spinal joints, the limb itself, the 
sheath of the nerve roots, and the parenchyma of the nerve 
roots. If patients with sciatica due to a disk lesion proved at 
laminectomy are questioned dbout the past they nearly all 
describe attacks of backache or lumbago preceding for many 
years the onset of sciatica. Has lumbar fibrositis then changed 
to a disk lesion, or was it a disk lesion from the first ? 


Treatment of Primary Fibrositis 


The underlying principle is simple: to secure reduction 
of the intra-articular displacement causing the symptoms. 
The actual techniques of reduction have already been des- 
cribed and illustrated (Cyriax, 1947). 

Neck.—This is usually easy, whether the patient has pain 
in the neck, the scapular area, or the upper limb: a few 
sessions of manipulation seldom fail to secure reduction. 
Occasionally continuous traction is indicated. Operation is 
required in'1% of all cases. Evidence of pressure on the 
spinal cord contraindicates manipulation. 

Thorax.—In simple cases one manipulation may result in 
full reduction ; but eventual relapse is common. The diffi- 
cult cases are very difficult, and it is easy to make the patient 
worse. If attempted manipulative reduction—even during 
traction—fails, rest in bed is indicated. 

Backache.—Recovery follows a few sessions of attempted 
manipulative reduction in about half of all cases. Rest in 
bed relieves some others but may lead to aggravation. 
Epidural local analgesia has a lasting effect on some of the 
remainder. Once well, the patient must be shown how to 
avoid further attacks of internal derangement (Cyriax, 
1945). The passage of time, particularly in young patients, 
may bring relief if the protrusion erodes the body of the 
vertebra. 

Lumbago.—Two-thirds of all cases are considerably, one- 
third fully, relieved by one manipulation. Those whom 
manipulation does not affect should receive an epidural 
injection at once. Rest in bed ensures recovery in the end ; 
but this consumes much more time and can often be avoided 
if these measures are tried first. 

Sciatica—Manipulation is particularly apt to be effective 
in the elderly ; in patients under the age of SO it is likely 
to succeed in only one case in four. It is always worth 
trying, however, if the neurological signs are inconspicuous. 
Epidural local analgesia effects lasting improvement in 
others. Rest in bed eventually brings about spontaneous 
reduction in most cases. If sustained pressure results in 
atrophy of the affected nerve root the symptoms slowly 
disappear, though the signs of parenchymatous involvement 
increase. Operation is required in about one case in eight. 


Secondary Fibrositis 

There is no important controversy about the existence of 
four categories of this disorder: traumatic, rheumatoid, 
infectious, and parasitic. 

Traumatic Fibrositis—This results from overuse or a 
single strain. Perhaps the best example is a tennis-elbow. 
A minor rupture occurs at the origin of the common exten- 
sor tendon from the lateral humeral epicondyle. Very little 
aching is set up at first, but, as the result of the torn edges 
beginning to join and then being pulled apart again each 
time the muscle is used, excess scar-tissue is laid down in 
the healing breach. Within one to three weeks the elbow 
has become quite painful from the development of chronic 
traumatic fibrositis at the site of the lesion. 

Scarring in an intercostal or in the gastrocnemius muscle. 
golfer’s elbow, teno-periosteal lesions at the wrist, crepitat- 
ing teno-synovitis caused by overuse, abnormal scarring 
binding down a ligament after a sprain, capsular adhesions 


at the shoulder after injury——all these and a number of of} 
similar conditions can well be regarded as caused by po : 


traumatic fibrositis—more exactly, fibrosis. Ischaem nS. 
contracture, since the fibrosis affects the whole of the musa). <.. 
equally, does not cause chronic pain. Treatment consgic cur56 
of deep massage, manipulation, or local analgesia, depenal Cytia%: 
ing on the lesion present (Cyriax, 1947). Ml 

Rheumatoid Fibrositis—A number‘ of observers (Curgy — 
and Pollard, 1940; Freund et al., 1942, 1946: Gibsol ~ 1s: 
Kersley, and Desmarais, 1946) have obtained clear eviders Freund, 
from microscopy of tissues excised from patients yj Seen 
rheumatoid arthritis that nodular perineuritis and po} Gibson, 
myositis complicate this disease. This is in full accord wj a 
clinical findings, which show that, in addition to the joj eh 
lesions, the tendon sheaths thicken, the tendons becop aed 


rough and nodular (particularly in the palm), and burs 7 — 
swell and fill with fluid. “ The inference may be drawn ths 
rheumatoid arthritis is a generalized affection of the fibro 
tissues of the body in which the chief and most obvio 
incidence is on the capsule of the joints.” (Cyriax, 1947), | —_ 
Infectious Fibrositis—Epidemic myalgia (Bornho 
disease) is an infectious disease the virus of which has bes In the | 
identified. It is characterized by fever, severe pain in t Ralph | 
abdominal and thoracic muscles, and speedy recovery. | caecum. 
Parasitic Fibrositis—Infestation with Trichina spirai§ fixation 
sets up fever and painful swelling of the affected muscky im some 
the skin over which may become red. The tendons mg “S4PP® 
also be invaded. The disease comes on some ten days aftr : 
eating infected pork. Active contraction of the affect, ew 
muscle increases the pain. The symptoms and signs subsil§ tension— 
in the course of some *weeks, after which the patie§ hand th 
becomes completely unaware of the foreign bodies in hg right ilis 
muscles. distensio 


Generalized Fibrositis 
Rheumatoid arthritis is the only condition to which ti mesenter 
term “ generalized fibrositis ” properly applies. By contra 
the disorder*to which this name is often given is oste 
arthritis of the spinal joints. This may lead to considerab he 
aching over part or the whole of the trunk—areas where oy “ ‘ike 
so happens that muscular crepitus and fatty nodules af nauseous 
commonly detectable. Unrecognized osteitis deformans@ that she | 
spondylitis deformans is repeatedly called fibrositis. = 
Another disorder often called “ generalized fibrositis” 
psychoneurotic pain. The idea of generalized fibrositis hg admitted 
led to such concepts as “ non-articular rheumatism” ag mission 
“ the psychological basis of rheumatism ”—notions in whi — on 


the cart is put before the horse. Clearly, functional pa§ from con: 
is not rheumatism, and the discovery of the real caug by the la 


should lead to revision of that ascription, not to an attemg vomd oe 
to fuse two incompatible diagnoses. tape 
was very 

Osteopathy abdomen 

median in 


It is not infrequent that cases of pain felt at the tru the abdon 
are mistakenly ascribed to various internal disorders but aq the ascenc 


‘in fact set up by root pressure from lumbo-thoracic-cervieg 9d _resec 


disk lesions. Subsequent events in such cases, if the t — 
diagnosis is missed, may appear to corroborate ostt§ jooped, ca 


paths’ unfounded claim that their spinal treatments cig much narr 
visceral disease. In a number of cases of obscure paing Ws foldec 


disk lesion has proved responsible for the symptoms, rage 

manipulative reduction has been successfully undertak the region 

made | 

Summary e pat. 

Primary fibrositis, both local and generalized, is an imagi™ 
disease. The symptoms erroneously ascribed to this condit 

are all the result of articular disorders (largely internal ¢ This pat 

ment) at the spinal joints. 46 years ol 

Secondary fibrositis (traumatic, rheumatoid, infectious, Tis bow .. 


parasitic) is a real entity. 
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Medical Memoranda 


— 


Two Cases of Volvulus of the Caecum 


In the British Medical Journal of Jan. 18, 1947 (p. 83), Mr. 
Ralph H. Gardiner reported three cases of volvulus of the 
caecum. He pointed out the embryological basis for the non- 
fixation of the caecum and right half of the colon which occurs 
jn some cases as a failure of its embryological mesentery to 
disappear. This mesentery acts as a hub around which torsion 
occurs. He also pointed out that the onset of volvulus of the 
caecum may be sudden, the patient suffering from violent 
abdominal pain, vomiting, constipation, and abdominal dis- 
tension—signs of acute intestinal obstruction. On the other 
hand the onset may be slow and insidious, with pain in the 
right iliac fossa, tenderness, and varying degrees of gaseous 
distension. The case may simulate an attack of appendicitis. 
The following is a report of two cases with a mobile caecum 
and ascending colon due to the persistence of the embryological 
mesentery, around which torsion of the caecum had occurred. 


Case 1 


On Oct. 7, 1946, at 10 a.m., the patient, aged 60, was taken ill with 
a sudden attack of pain of a continuous nature, aching in character 
and “ like frightful indigestion,” and a feeling of fullness. She felt 
nauseous but was unable to be sick. The pain became so severe 
that she rolled in agony on the floor. She had trouble in passing 
flatus also, and she heard her “ stomach roll.” Next evening she 
kept complaining of great thirst, and had a whisky-and-soda, which 
she returned. She was given morphine without effect and was then 
admitted to hospital. Her bowels had been opened the day before 
— An enema was without result and she did not pass any 

tus. 

Her past history showed that thirty years ago she had suffered 
from, constipation and a persistent high temperature. She was seen 
by the late Lord Moynihan, who treated her with paraffin, 4 oz. 
daily for six months. At the end of this time she underwent a 


’ laparotomy and “‘ decayed intestine from birth ” was excised. 


On examination the patient appeared to be in great agony. She 
was very dehydrated; her tongue was dry and furred and the 
abdomen distended. 
median incision was made. Haemorrhagic free fluid was present in 
the abdomen, and an adhesion extended from the lateral wall over 
the ascending colon and caecum to the line of anastomosis of the 
old resection of ileum mentioned above. The caecum had 
twisted round the axis of the adhesion and the ascending colon. 
There was a hiatus in the mesentery into which the small bowel had 
looped, causing further obstruction. The ascending colon was very 
much narrowed. The adhesion was divided, and the caecum, which 
was folded anti-clockwise, was unfolded clockwise, establishing free 
communication with the ascending colon. The proximal end of the 
adhesion (the adhesion adherent to the mesentery) was stitched to 
the region of the omentum, thus straightening the axis. No attempt 
was made to obliterate the hiatus. 

The patient made an uneventful recovery and is to-day feeling 
better than she has felt for the past thirty-five years. 


Case 2 
This patient was first admitted on July 16, 1941, when he was 
46 years old. He had a sudden attack of colicky pain in the early 
morning, and more frequent and intense attacks after admission. 
His bowels had been opened the day before admission. 


tive. 


Intravenous drip was set up and a right para-. 


Examination revealed visible peristalsis, but nothing abnormal 
could be palpated abdominally. Examination per rectum was nega- 
Laparotomy disclosed volvulus of the caecum, which was 
mobile and grossly distended. Aspiration was performed; the vol- 
vulus was untwisted and appendicectomy carried out at the same 
time. The patient was subsequently discharged in a satisfactory 
condition. 

On Oct. 29, 1945, he was readmitted complaining of several attacks 
of abdominal pain and distension. An attack just prior to admis- 
sion was very severe and he had had no motions or flatus for 
several days. A Ryle’s tube was passed, with aspiration, and the 
patient was given a soapy enema followed by one of turpentine. He 
appeared to have settled down during his stay in hospital, and a 
radiograph on Nov. 5 was reported on as follows: ‘‘ Barium enema 
has revealed a rather unusual appearance in connexion with the large 
bowel, which appears to be displaced towards the left; there is no 
definite evidence of any obstructive lesion. _Some irregularity in 
the region of the caecum suggests the possibility of adhesions; no 
definite evidence of any malignant infiltration has been discovered.” 
The patient’s general condition cleared up and he was discharged. 

He was again readmitted on Feb. 10, 1947, with a history of 
abdominal pain “ at the bottom of the stomach ” that was colicky 
in nature. It had become continuous during the last hour, but 
was not as severe as when of a colicky form. He had vomited five 
times since the onset of the pain. His bowels had been opened 


on the day before admission and on the day when admitted. There © 


was no associated loss of weight. On examination the patient’s 
tongue was clean. He pointed to the mid-hypogastrium as the site 
of the pain. The abdomen moved on respiration and he: complained 
of tenderness just lateral to the scar of the right lower paramedian 
incision. There was a tympanitic note on percussion of the abdomen, 
peristalsis was heard, and the abdomen was soft with voluntary 
guarding. The patient moved about without undue stress or strain. 
Aspiration was carried out and clear fluid obtained. A flatus enema 
was given with a fair result. 

Several symptoms which had cleared up during the first day or 
two in hospital recurred, and when he began to vomit laparotomy 
was carried out under spinal analgesia. 
scar was excised. On opening the abdominal cavity the caecum was 
found to be lying across the lower abdomen and left iliac fossa. 
It had rotated once, clockwise. On undoing the caecum a strong 
adhesion was found at its upper end, and this made the ascending 
colon adherent to it. There was narrowing of the ascending colon 
at this point. The ileum was also adherent to the lower part of the 
caecum. Other adhesions were present; these were separated. The 
caecum was replaced in the right iliac fossa and stitched to the lateral 
abdominal wall. An adhesion from the descending colon to the 
above mass of adhesions was also found. There was much gaseous 
distension in the caecum. 

The patient made an uneventful recovery and remained well until 
July 31, 1947, when he was readmitted with bilateral broncho- 
pneumonia and abdominal distension, from which he died. . 


COMMENT 


As pointed out by Mr. Gardiner, volvulus of the caecum 
occurs more often than has been reported, and should be kept 
in mind in arriving at a diagnosis in cases of intestinal obstruc- 
tion. As can be seen from the two cases, the cause of the 
volvulus was failure of the caecum and ascending colon to be- 
come attached to the posterior abdominal wall—in other words, 
caeco-colic mesentery. The onset of symptoms, as previously 
mentioned, were those of acute obstructian—namely, sudden 


onset, violent abdominal pain, vomiting, and constipation. . 


The onset can also be chronic intestinal obstruction, as 
mentioned in the review of the history of the second case. 


I wish to thank Mr.:W. M. Morrison and Mr. I. G. L. Ford, 
honorary strgeons, for permission to publish these cases, and 
Mr. Morrison also for guidance. 

I. R. B.M., B.Ch., 
Late Resident Surgical Officer, Bury Infirmary. 


New regulations entitled the Clay Works (Welfare) Special Regula- 
tions, 1948 (No. 1547), which come into operation on Oct. 1, 
supersede the Clay Works (Welfare) Order, 1932. The regulations 
extend the provisions of the order with regard to washing facilities, 
clothing accommodation, and welfare in factories in which clay, 
shale, sand, lime, or similar materials are made into bricks, tiles, 
blocks, slabs, pipes, stilts and spurs, nozzles, or similar articles. 
They also specify that an ambulance room should be equipped 
with a glazed sink with hot and cold water always available while 
people are at work, a table with a smooth top, means of sterilizing 
meet a supply of suitable dressings, a couch, a stretcher, and 
a foot-bath. 


At operation the previous — 
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- for making these patients reliable again. 
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DIABETES MELLITUS 


Diabetes Mellitus in General Practice. By Arthur R. Colwell, 

M.D. (Pp. 350; illustrated. $5.25 or 39s.) Chicago: Year 

Book Publishers Inc. London: H. K. Lewis and Co. 
The title of this book suggests a rather simple practical account, 
but in fact it is full of information of interest to the specialist. 
The chapter on diagnosis is good, and the author recognizes the 
existence of renal glycosuria. He believes that the diabetic 
condition should. be as well controlled as possible in order to 
prevent the disease from becoming worse, and he makes a 
good case for this ideal, though he admits that it cannot always 
be achieved. He agrees that some patients feel better when 
not strictly “ sugar free” and that they should be permitted to 
show some glycosuria, but he does not mention that many of 


_ these patients have a low threshold for sugar, continuing to 


pass it even though the blood sugar under the influence of 
insulin has decreased to less than 130-80 mg. per 100 ml. or 
less, and naturally feel better when the blood sugar is between 
80 and 180 mg. per 100 ml. The rules for arranging the diet 
seem rather formidable, since they involve a calculation based 
on the weight, age, and activities of the patient, and the esti- 
mation of the real glucose value of the diet and the amount of 
fat, so as to maintain the Woodyat formula. The arrangements 
for the exchanges of one kind of carbohydrate for any other 
of equal content also seem clumsy. The use of the 5-g. values 
originally introduced by Leyton has never been adopted in the 
U.S.A., although it makes the variation of the diet so much 
simpler. 

The chapter on insulin and its modifications is of great 
interest. The original amorphous insulin, which unfortunately 
is called by many names—standard, regular, ordinary, or soluble 
insulin—seems to be rarely used. Most often prescribed is 


the slow-acting, milky, protamine zinc insulin, though the slow- 
’ acting soluble globin insulin is also used. The account of the 


action of mixtures of equal quantities of ordinary and protamine 
zinc insulin is very good. The author does not think that a 
mixture of equal quantities of ordinary and protamine zinc 
insulin differs in its action from protamine insulin alone, 
since the amount of free protamine is too great. However, 
mixtures of two parts of ordinary to one of protamine zinc 
insulin, or of three ordinary to one of protamine zinc, are of 
use, especially for patients difficult to control by one dose of 
protamine zinc. He agrees with Woodyat that about 10% of 
diabetics are “labile” or difficult to control, because they 
behave differently from day to day although the conditions of 
diet, food, and exercise are not altered. These patients are best 
given four doses of ordinary insulin a day, but by administering 
protamine zinc or globin insulin instead or ordinary insulin 
before the evening meal the number can be reduced to three. 
He does not refer to Hagedorn’s protamine insulin without zinc, 
which is of real value in this type of case. The account of 
insulin reactions is good, and he mentions the failure of patients 
to recognize hypoglycaemia. This is one of the most serious 
problems at the present time, but the author has no suggestions 
His account of the 
treatment of acute infection and diabetic coma and other com- 
plications is well done. It is surprising that he does not discuss 
the oscillometer, which is so useful in determining whether o 
local amputation of a toe can be done or whether the operation 
must be above the knee. The: book is well written, but the 
arrangement of the diets makes it less useful to practitioners 
in Britain than it would otherwise be. 
GeoRGF GRAHAM. 


LOGAL GOVERNMENT 


By Sir A.,S. MacNalty. K.C.B. (Pp. 218. 


Local Government. 
1948. 


4s. 6d.) London: Methuen and Co., Ltd. 


In this addition to the series of Home Study Books the author 
has been set a task that he must have found almost over- 
whelming. Local government throughout our long history has 
been so chequered, the growth of its functions so irregular and 
latterly so accelerated, and its present scope so diversified and 


so unstable that the moving picture is hard to present ip the 
form of a short documentary. Sir Arthur MacNalty has been 
remarkably successful in writing of a subject that is apt to 
be dry in language which makes pleasant reading. In fou, 
main parts he discusses the development and Organization 
of local government, public ‘health, various local authority 
services, and the future of local government. Within the 
available space he considers each aspect as fully as possible 
without lapsing into legal or official jargon. He does not hesi- 
tate to point out the dangers of control of local affairs from 
Whitehall, or the effect on the public health services of local 


lay bodies appointing medical officers of health, who run q. 


risk of becoming local bureaucrats out of sympathy with their 
medical colleagues, but who usually avoid it. His sketch of the 
medical organization of central government departments might 
well have been expanded so as to bring out the fact that the 
grand fusion of 1919 seems to have done little to prevent the 
growth of the existing medical services, and the creation of new 
ones, in other departments than the Ministry of Health. 

The vast changes in local government administration, affect- 
ing both the social and the public utility services, brought 
about by post-war legislation must have placed Sir Arthur 
MacNalty in difficulties. In the final part of the book he dis- 
cusses briefly these changes, which are already putting out of 
date much that is written in the present tense in the earlier 
parts. He might have said more of the new revolution which 
is placing in the hands of nominated boards functions hitherto 
regarded as the normal responsibility of local elected bodies, a 
movement whose relation to the operations of the Local Govern- 
ment Commission is difficult to foresee. On the factual side 
there is little to criticize, but it is surely a surprising lapse on 
the part of a former Chief Medical Officer of the Ministry of 
Health to describe the agreed Askwith scales of salaries for 
medical officers in local government as “the B.M.A. Scale.” 
This little book, low priced as it is, is recommended to all 
students of public health and social science. 


RALPH M. F. Picken, - 


STANDARD METHODS IN BACTERIOLOGY 


Standard Methods of the Division of Laboratories and Research 
of the New York State Department of Health. Third edition. By 
Augustus B. Wadsworth. M.D. . Foreword by Gilbert Dalldorf, 
M.D. (Pp. 990; 109 illustrations. 55s.) London: Bailliére, 
Tindall and Cox. 1947. 


Many bacteriologists must have considered writing a book 
on technical methods and shrunk from the prospect. The 


difficulties are enormous, and success is almost impossible to 


achieve. Either the description must be so detailed as to be 
unreadable, or small but none the less important points of 
procedure must be omitted. It is about as impracticable to 


master bacteriological technique by reading a textbook as it is 


to learn tc drive a car by sitting in an armchair with an instruc- 
tion manual before one. Scientific technique, like the art of 
craftsmanship, can be learnt only at the bench; there is a 
personal element in it that requires actual demonristration. 
Moreover, there is not one technique but often several, and 
only experience can teach the individual worker which is the 
best for his particular purpose. This does not mean that books 
on technical methods are useless, but it does mean that they are 
generally unreadable. As works of reference they are often of 
undoubted value, particularly in their description of simple 
analytical tests, the preparation of reagents, the formulae of 
stains and nutrient media, and the codification of general rules 
for conduct in the laboratory and the animal house. It is in the 
dynamics of manipulative technique that they break down, and 
this part is best avoided. 

The third edition of this well-known book inevitably evokes 
mixed feelings. Reaching now to almost a thousand pages, 
it is an attempt to cover the whole range of bacteriology and 
immunology, with sections on clinical pathology, mycology, 
protozoology, and helminthology. The different portions vary 
in thoroughness of exposition. For example, the description 
of serological tests. for syphilis, gonorrhoea, and tuberculosis 


occupies about 100 pages ; on the other hand, the methods for. 


studying individual organisms are discussed very briefly; no 
mention appears to be made of the coagulase test for staphylo- 
cocci or of the absorption technique for the Paul-Bunnell 
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test, and the author disposes of the slide-agglutination method 
of typing haemolytic streptococci in two short paragraphs. 
There are useful chapters on the composition of stains and 
reagents, on the formulae of nutrient media, and on the large- 
scale preparation and standardization of vaccines and sera. 
There is a new chapter on the methods of biological assay and 
an account of an improved method of preparing cardiolipin. 
The book is well illustrated, and there are useful appendices 
on the mode of collection of specimens, application forms, and 
outfits. The laboratory worker will often refer to it, and 
Dr. Wadsworth, who has been so largely responsible for 
building up the complex organization of the New York State 
Laboratories, may justifiably take pride in the incorporation of 
his ideas in this recent edition to mark the occasion of his 
retirement from the post he has held so long. 
G. S. WILSON. 


PARENTS AND CHILDREN 


Parents’ Questions. Revised edition. By the Staff of the Child 

Study Association of America. (Pp. 286. 10s. 6d.) London: 

Gollancz, Ltd. 1947 
This book is‘to be welcomed. It can be given to parents and 
it will not worry them or tie them up in knots over psychological 
theory. It will be kept lying around or at the bedside, being 
picked up at odd times, being read at random. Gradually the 
answers given in 230 questions will be getting known. There is 
no doubt that the questions are exactly the ones that parents in 
Britain ask. ‘“‘Should you punish a child when he admits he 
has disobeyed you and says he is sorry?” “ We are getting a‘ 
divorce . . . I don’t know how to explain it to our son.” “ My 
fifteen-year-old daughter dresses in the most outlandish way. 
Js there anything we mothers can do ...?” “ My boy and 
girl quarrel constantly. Do you think I ought to interfere or 
let them fight it out?” “Can we prevent our children from 
using slang?” “ My six-months-old baby wakes up and cries 
at night for no apparent reason. How can I train her to have 
good sleeping nights?” These are random samples. 

Each answer takes up a page or two, and the writers show 
tact and judgment and deep knowledge, and at the same time 
they avoid making the parent feel frightened or ashamed. They 
really do give advice, and parents welcome this if it is done 
with due recognition of the difficulties inherent in any situation 
where things have gone wrong. An analyst could say that here 
is the right complement to the analytic treatment. of individual 
children. As the great majority of children who are emotionally 
disturbed have no access to psycho-analysis, it is fortunate that 
the authors make but sparing reference to the value that might 
come from such treatment if it were available.' This is a 
revised version of a book first published in 1936, and would 
seem to justify its publication in Britain by being written in the 
kind of English we understand and by being concerned with the 
problems that beset us here, and perhaps others the world over. 
D. W. WINNICOTT. 

Prof. Boyd modestly claims that “‘some of the more glaring 
errors have been corrected” in the fifth edition of his Textbook of 
Pathology, an Introduction to Medicine (Henry Kimpton; 48s.), 
and new material on many subjects has been introduced. These 
additions consist chiefly of short paragraphs on subjects of minor 
importance. The popularity of the book is due to excellent illus- 
trations and easy readability, its almost conversational and some- 
times dramatic style sustaining the reader’s attention. It gives the 
impression of having been dictated rather than carefully written. 
The outlook is at times superficial: for example, the pneumococcus 
is stated to have “a marked ability to excite the formation of 
fibrin ” without any explanation of how the effect is produced. Has 
it really been proved that “a pathologist or surgeon returning in 
robust health from a holiday is in greater danger from streptococcal . 
infection than one who has finished a long winter’s work involving 
constant exposure”? This paradox is typical of statements from 
which the book derives much of its interest, and sometimes this 
quality seems to have been attained at some sacrifice in other 
directions. There is also a lack of considered judgment on difficult 
or coniroversial subjects: the author briefly describes Menkin’s work 
on inflammation, for instance, with no hint of whether he accepts 
its conclusions. On the other hand, no book contains a better 
account of what pathology is, or presents the subject in a more 
Suitable way to the student of medicine. The patient as a whole 


Is never lost sight of in the descriptions of what is happening in 
one of his organs. 


BOOKS RECEIVED 


[Review is not precluded by notice here of books recently received} 


My Life in General Practice. By H W. Pooler. M.B. (Pp. 194. 
15s.) London: Johnson. 1948. 


The varied life of a general practitioner over the last -50 years 


Principles of Occupational Therapy. Edited by Helen S. Willard, 
B.A., O.T.R., and Clare S. Spackman, B.S., M.S. in Ed., O.T.R. 
(Pp. 416. 25s.) London: Lippincott. 1948. 


A general account by various authorities, with references. 


An Index of Treatment. Edited by Sir Robert Hutchison, Bt., 
M.D., LL.D., F.R.C.P., and Reginald Hilton, M.A., M.D., F.R.C.P. 


13th ed. (Pp. 972. 84s.) Bristol: Wright. 1948. 
A guide treatment for the practitioner. 
Psychiatry for the Pediatrician. By Hale F. Shirley, M.D. 


(Pp. 435. 25s.) London : Geoffrey Cumberlege. 1948... 


An account of the psychology of children, illustrated by case 
histories. 


Laboratory Manual on Fundamental Principles of Bacteriolo 5 
By A. J. Salle, B.S., M.S., Ph.D. 3rd ed. (Pp 176. 13s. 6d.) 
London: McGraw-Hill. 1948. - 


Intended for students of bacteriology. 

Heredity. By A. Franklin Shull. 4th ed. (Pp. 311. 248.) London: 
McGraw-Hill. 1948. 

An outline of genetics. 


A Practical Manual of Diseases of the Chest. By Maurice 
Davidson, M.A., M.D., F.R.C.P. 3rd ed. (Pp. 670. 50s.) London: 
Geoffrey Cumberlege. 1948. 


Intended primarily for the specialist in chest diseases; much new . 


material has been added. ; 


Renewal Pages for the Nelson Loose-Leaf Surgery. Vols. IV 
and V. Surgery of the Thorax and The Technic of Trans- 
thoracic Resection of the Stomach and Esophagus. New 
York: Nelson. 1948. 


Lectures to Nurses. By M. S. Riddell, A.R.R.C., S.R.N. 9th ed. 
(Pp. 460. 16s.) London: Faber. 1947. 


Lectures on practical work for probationer nurses. 


Aids to Pathology. By J. O. Oliver, M.B., B.S., M.R.C.S., L.R.C.P. 
9th ed. (Pp. 332. 7s. 6d.) London: Bailli¢re, Tindall and Cox. 1948. 


The new author of this book has made many alterations. . 


. By’ A. J. Salle, B.S., 


Fundamental Principles of Bacteriolo 
London: McGraw-Hill, 


M.S., Ph.D. 3rd ed. (Pp. 730. 36s. 
1948. 


A textbook with details of laboratory technique for the student. 


The Future of Private Practice. By E. Samson, F.D.S.R.CS., 
L.D.S., F.C.S. (Pp. 69. 3s.) London: Cottrell. 1948. , 

A pamphlet on how far private dental practice may hope to survive 
after the introduction of the State service. 


Critique of Homoeopathy. By O. Leeser, M.D., Ph.D. (Pp. 121. 
6s.) London: Hippocrates. 1948. : 


A polemical defence of homoeopathy. 


Hand book of First Aid and ee By A. D. Belilios, M.B., 
B.S., D.P.H., and others. 3rd ed. (Pp. 512. 5s.) London: Baillitre. 
Tindall and Cox. 1948. , 


A textbook for the layman. 


Laboratory Guide in Animal Biology. By R. H. Wolcott and 
E. F. Powell. 2nd ed. (Pp. 113. 9s.) London: McGraw-Hill. 


1948. 
A manual for the student of zoology. 


The Care of Tuberculosis in the Home. 
F.R.C.P. 2nd ed. (Pp. 112. 7s. 6d.) London: Hodder and 


Stoughton. 1947, 
Includes discussion of diet, collapse therapy, and tuberculosis m 
childhood. 


By J. Maxwell, M.D... 
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SURGICAL TREATMENT OF HYPERTENSION 


Surgical treatment aimed at reducing the blood pressure 
in cases of hypertension has now been on trial for ten 
years. In the opening pages of this issue of the Journal 
there is an important review of the subject by Dr. R. H. 
Smithwick, who has been one of the pioneers in establish- 
ing the operative treatment of hypertension on a rational 
basis. He now reports‘on the progress of 256 patients 
followed up for from 5 to 94 years after operation, the 
results being analysed according to examination of the eye- 
grounds, electrocardiograms, renal function, cerebral com- 
plications, and blood pressure. Other reports have come 
recently from Hinton and Lord,! and from Fishberg,? and 
a fair judgment can now be given on the value of surgery 
in this condition. 

Is operation worth while? It is now generally agreed 
that, provided a proper selection of cases is made, oper- 
ative treatment has a good deal to offer and its advantages 
outweigh its drawbacks. Those who may have limited 
experience in selecting patients suitable for surgery will 
find the recent reviews helpful. . Hinton and Lord, for 


example, have studied 350 cases and have decided on’ 


criteria which would have eliminated as unsuitable all but 
eight of the thirty-eight patients who died shortly after 
operation. Fishberg stresses the importance of avoiding 
surgery in cases with arteriosclerosis and states that for 
this reason operation should seldom be performed on 
patients over the age of 50. Only 4% of the hypertensives 
he sees are considered suitable. Smithwick,* too, has given 
useful guidance by describing the types of case in which 
the results have been unsuccessful. While operation is in 
no sense curative there is now good evidence that in a fair 
proportion of cases it delays the progress of deteriora- 
tion in the cardiovascular system and so prolongs life. 
Smithwick’s comparison of his late results with those of 
non-surgical treatment supports this view, and Peet* and 
Fishberg found that patients with signs of neuroretinopathy 
have a better chance of survival with operation than with- 
out. Distressing symptoms such as headaghe, pounding 
in the head, restlessness, inability to concentrate, and 
vertigo are relieved or abolished by operation in a high 
proportion of cases. Many patients who have been unable 


1 Ann. Surg., 1948, 127, 681. 

2J. Amer. med. “os 1948, 137, 670. 

Amer. J. Med., 744. 

4 J. Amer. med. 1946, 130, 467. 

5 Ibid., 1947, i. 

6 Ibid., 1947, 9. 

7 Linton, R. F. D., A., Welch, C. E., and White, J. C., 
Surg. Clin. N. Amer., 1947, 27," 1178. 

8 Ann. Surg., 114, 

® Edinb. med. J , 1947, 54, 54 


1° Studies of the Renal Circulation, a. Blackwell, Oxford. 
11 British Medical Journal, 1948, 1, 4 


— 


to work because of these symptoms have returned to fyj 
work, in some cases for years. A prolonged lowering of 


the blood pressure does not always accompany such relief, 
and Fishberg has good grounds for his view that the 
symptomatic improvement is due to a reduction in capillg 
pressure in the cerebral circulation which follows ap 
increase in sympathetic tone in the upper part of the 
after operation together with loss of tone in the lower 
part. In his follow-up study Smithwick has found that 
in most cases the blood pressure rises with the passage of 
years, and marked reduction for 5-9 years is seen in Only 
20% of cases. This is confirmed by Poppen ang 
Lemmon*® and by Palmer,® who states, however, that the 
results remain better than those achieved by medical means, 
The explanation of this rise in tension is not certain, but 
probably the original causes of the hypertension persist, 
and regeneration of the sympathetic fibres, which is always 
apt to occur, may well play a part. Notwithstanding this 
tendency, Smithwick’s tables show that nearly 50% of 
patients have some sustained lowering of the blood 
pressure. The value of this can be judged from his finding 
that post-operative improvement in cardiovascular status is 
most marked in those cases in which there is a pronounced 
and sustained lowering of pressure. 

Though operation offers these undoubted benefits there 
are some unwelcome effects. Apart from the operative 
mortality, now reduced in skilled hands and with careful 
selection of cases to 1 or 2%, post-operative pain is 
commonly severe and may continue for two months or 
more. In most cases a convalescence of several months is 
required, and it may be more than a year before a patient 
feels perfectly well. Giddiness or a transient black-out 
when getting up quickly is not uncommon and may persist 
for several months, and requires the use of elastic stockings 
and a lower* abdominal girdle. Increased vasomotor tone 
in the upper part of the body may cause troublesome 
attacks of Raynaud’s phenomenon in the hands. In males 
the inclusion of the second lumbar ganglia in the resections 
can cause loss of power of ejaculation and consequent 
sterility, but according to Poppen and Lemmon this by no 
means occurs in all cases. Patients with arteriosclerosis 
sometimes develop angina pectoris or severe mental depres- 
sion and lethargy after operation, and therefore a history 
of typical anginal attacks and signs of cerebral arierio- 
sclerosis are contraindications to éperation. These draw- 
backs must be borne in mind when considering operation 
in any particular case. 

There is still no general agreement on what should be 
the extent of the sympathectomy. Peet adheres to the 
limited supradiaphragmatic resection of the lower thoracic 
chain and splanchnic nerves. Smithwick extends this to 
include the first lumbar ganglion and is doubtful if wider 
resections are desirable except in cases with angina pectoris 
or tachycardia ; in these he resects the thoracic chain up 
to the stellate ganglion. Poppen and Lemmon and Linton 
and his colleagues’ extend the resection into the upper 
thorax, and Grimson* advocates total sympathectomy 
including the stellate ganglion. Fishberg’s conclusion that 
cerebral symptoms are improved by reduction in the 
cerebral capillary pressure suggests that it is better 
leave the stellate ganglion intact and so maintain cerebral 
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rasoconstriction. Mitchell’s® anatomical findings indicated 


that for complete, denervation of the splanchnic area the 
resection of the chain should extend from the fourth 
thoracic to the third lumbar ganglia, and in this country 
there is a tendency to practise these more extensive resec- 
tions. The effect of operation is to produce an immediate 
yasodilatation in the splanchnic area, and in the lower 
jimbs when the resection extends below the second lumbar 
ganglia, with increase in sympathetic tone in the upper 
part of the body. The beneficial effect of the vasodilatation 
js due partly to a reduction in the peripheral resistance 
which leads to a lowering of the blood pressure, and partly, 
in all probability, to a lesséning of the cortical ischaemia 
in the kidneys which results from vasospasm and the short- 
circuiting of blood through the juxta-medullary glomeruli, 
a mechanism revealed by Trueta and his colleagues.}° 
Bourne'! considers that the results of operation depend 
chiefly on whether the renal cortical insufficiency is mainly 
due to vasospasm or to organic changes in the glomeruli. 
The blood pressure rises rapidly within a few weeks of 
operation, 
autonomous tone in the muscle of the denervated vessels 
—a finding well known after limb sympathectomy. The 
subsequent gradual rise, observed in some cases years 
after operation, is attributed.by Poppen and Lemmon to 
regeneration of sympathetic nerves. Sweating tests have 
shown that such regeneration occurs, and Linton has 
reported the finding at secondary operation of a regener- 
ated splanchnic nerve which had reconnected with the 
coeliac ganglion though it had been divided above the 
diaphragm. This tendency to regeneration is a further 
argument for the more extensive resections. However, 
physiological vasopressor responses such as the Valsalva 
maneuvre remain absent or greatly diminished after 
operation, so that the vascular tree is protected from the 
high peaks to which the blood pressure can climb in most 
unoperated cases of hypertension. The alternative ex- 
planation given by Bourne of the gradual rise in blood 
pressure after operation is that permanent renal damage 
results in the further production of pressor substances 
which maintain a vicious circle of cortical ischaemia. 

On balance there is no doubt that this great physio- 
logical experiment of extensive sympathetic resection 
should be continued in larger series of cases followed up 
for longer periods. It seems certain that a proportion of 
hypertensives, carefully selected and rather small, will con- 
tinue to obtain great symptomatic relief and an improved 
life-expectancy. 


ATOMIC ENERGY: RESEARCH 


The Ministry of Supply has acted wisely in admitting cor-’ 


respondents of the scientific and lay press to its Atomic 
Energy Research Establishment at Harwell. The occasion 
was by no means the first on which representatives of the 
outside world have been given entry. A conference on 
nuclear physics, attended by some sixty visitors, was held 
there in the autumn of last year ; and of the weekly discus- 
sions held at the establishment, to which the Director, 
Sir John Cockcroft, evidently attaches importance, about 
half are on non-secret subjects, and outside scientists take 


probably because of the development of . 


part. Such contacts are clearly of value as much to the 
research establishment as to the visitors, but they can be 
no substitute for the wider information which has now 
been afforded. In his address of welcome Sir John made 
it clear that no atomic secrets were about to be disclosed, 
and that disclaimer is borne out by the account which we 
publish elsewhere in this issue (p. 263) of the work of the 
establishment so far as it concerns medicine and biology. 
But the extent to which demonstrations could be given, 
plant and equipment inspected, and information imparted 
on those strictly correct terms carries its own proof that 
the trouble taken by Sir John and his colleagues was worth 
while. 

Many of the immediate benefits to be expected directly 
concern medical men. Like any other discovery which 
man may make, from the invention of steel to the separa- 
tion of vegetable poisons, the results of atomic research 
can be used for his benefit or his injury. It is its mis- 
fortune that having been born in war the first application 
of atomic energy should have obscured the good which it 
has to offer. The power which can explode a bomb can 
also drive factory machinery, but there is much techno- 
logical work to be done before the economic output of 
power for peacetime uses can appear as a practical develop- 
ment of atomic research. Ten years, in which much else 
can and may happen, seems a reasonable estimate for the 
realization of that hope. On the other hand the doctor, 
and no less the chemist, can easily understand the extent of 
the contribution which radio-isotopes produced in nuclear 
piles can make to knowledge. They have already assisted 
physiological and biochemical research in many directions, 
for the radioactive tracer method has been applied with 
success to such problems as the life of a red blood cell, the 
biochemistry of the developing embryo, the mode of action 
of penicillin on bacteria, and the mechanism of photo- 
synthesis. One of the surprising facts revealed is that 
carbon dioxide, which has been regarded solely as a waste 
product in animal metabolism, can under exceptional con- 
ditions be “ fixed ” by man as well as by plants. The possi- 
bilities are evident, even if much of the work which has 
so far been carried out has been exploratory. 

There has been some concern lest radioactive tracers 
might be used for repeated investigations in human sub- 
jects beyond the limits of safety which have been set for 
the workers at the Research Establishment. It is fortunate 
that it was soon recognized that the employment of mini- 


mal quantities is as desirable for accuracy of results in 


biological tracer experiments as it is for the safety of the 
individual. 
in some respects offers the greatest promise, there is the 
further complication that, whereas the active material is 
prepared in the first instance in the form of carbonate, 
most of its more interesting uses demand that the acti- 
vity should be transferred chemically to some organic 
form. To ovetcome this difficulty the Medical Research 
Council has supported research on certain of the more 
important roads to synthesis, and the Department of 
Scientific and Industrial Research has arranged for 


a programme of microchemical organic synthesis to be. 


undertaken by the Chemical Research Laboratory in order 
that the most difficult requirements may be met centrally. 


In the particular case of radiocarbon, which . 
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It is expected, however, that laboratories capable of carry- 
ing out useful work with organic tracer materials will also 
be capable of undertaking whatever preliminary prepara- 
tion of the material may be desirable. It will be some 
months yet before the full effects of the bringing into oper- 
ation of the second Harwell pile are evident. In the interval 
the less powerful “ gleep” has performed a useful service 
in familiarizing an increasing number of workers with the 
technical problems which arise when employing radioactive 
isotopes. It is not too much to hope that the larger sup- 
plies soon to be available will bring their own demonstra- 
tion that there is much to be written on the credit side of 
atomic energy research. 


THE SPHENOID SINUS 


The anatomy and comparative anatomy of the accessory 
sinuses of the nose have been well demonstrated for very 
much longer than their physiology has been understood. 
The latter has only come to the fore in relatively recent 
times, but there is already a much better understanding of 
sinus reactions and affections, and this has led to improve- 
ment in the treatment of these conditions. In this con- 
nexion tribute must be paid to the pioneer work of 
Jonathan Wright and H. Smith! and to Dr. Arthur W. 
Proetz,? who has devoted so much time to this work. 
Appreciation of the importance of the ciliated epithelium, 
of its action against gravity and around corners, of its 
- survival and continued function in quite advanced patho- 
logical conditions, and of the effect on its viability and 
activity of various drugs and chemicals, have put treatment 
on a rational basis. It is now recognized that even 
advanced pathological changes can be reversed, and this, 
together with the advent of chemotherapy and the anti- 
biotics, has led to increasing conservatism in the surgery 
of the nasal sinuses. ‘ 

At the recent Annual Meeting of the British Medical 
Association in Cambridge the Section of Otorhinolaryngo- 
logy discussed the sphenoid sinus, and the opening paper 
read by Dr. Proetz is printed elsewhere in this issue 
(p. 243). It was generally agreed by the speakers that 
“the acute sphenoid” was rarely encountered, and that 
differing as it does from other sinuses, such as the maxil- 
lary, in the thickness, blood supply, and glandular struc- 
ture of its lining, the sphenoid sinus is not often the site 
of mucus stasis or polypoid change. Of all the accessory 
‘sinuses it is easily the best protected from changes of 
temperature, injury, and direct infection, and it is more- 
Over well situated for the application of decongestive sub- 
stances. These should be of low concentration and 
administered in a physiological medium : 0.25% of ephe- 
‘drine sulphate in normal saline is more effective than a 
strong solution. Adrenaline is better reserved for haemo- 
stasis, and cocaine is poison to the cilia and should only 
be used for analgesia. Oily solutions are usually inimical 
to ciliary activity. 

Surgery, when required, need not be radical, and 
obliterative measures should not be attempted. If ciliary 
activity is preserved, drainage does not have to be “ depen- 
dent”; in fact, it is impossible to provide for dependent 
drainage in both erect and recumbent positions. Con- 
sidering the inaccessibility and the importance of the 
anatomical structures surrounding the sphenoid—Proetz 
lists 13—it is fortunate that the weight of experience is in 
favour of conservative treatment. 


1 Diseases of the Nose and Throat, 1914. Lea and Febiger, Philadelphia. 
P 2 4 on the Applied Physiology of the Nose, 1941. Annals Publishing Co., 
it. Louis. 


THE LUNGS IN DIPHTHERIA 
The cardiac and nervous sequelae of diphtheria are usually 
regarded more seriously than the pulmonary complica. 
tions. A bronchopneumonia may of course occur in severe 
cases of laryngo-tracheal diphtheria either by extension o; 
by superimposed secondary infection. Then again broncho. 
pneumonia after tracheotomy used to be a more serious 
hazard before chemotherapy reduced the risk. The de. 
velopment of pneumonia in the high proportion of ove, 
10% of 753 cases of diphtheria was reported by Togasakj! 
and his colleagues ; one-quarter of these patients died, byt 
the more recent use of sulphonamides has since improved 
the outlook. Most workers in fever hospitals now use peni- 
cillin in the treatment of laryngeal diphtheria as a routine, 
and with sulphadiazine as a stand-by death from broncho. 
pneumonia is much less common than it was. The only 
other pulmonary complication which might be looked for 
at necropsy is the extensive subpleural and _ interstitial 
haemorrhage which can occur as part of the general 
haemorrhagic tendency in severe hypertoxic cases. It js 
probably true to say that the occasional patient who 
developed a terminal pulmonary oedema caused little com. 
ment, since existing paralyses and cardiac embarrassment 


‘ probably provided adequate explanation of the condition. 


The interesting suggestion has now been made by Janbon 
and Chaptal? that toxin may be directly responsible for 
the pulmonary oedema in such cases. 

In their series of cases the first seven patients developed 
a transient pleurisy, almost always accompanied by frank 
effusion. In most of these it was difficult to exclude a 
co-existent cardiac or renal complication as the cause; 
and though in one patient the pleurisy appeared in the 
stage between the end of the early toxic effects on the heart 
and the later neuropathies it would be unwise to overlook 
the possibility of a relationship. The division of any acute 
infection into stages is a valuable convenience for the pur- 
poses of clinical description, but it should not obscure the 
fact that illness must be viewed as a whole, each change 
being dependent on what has happened before. In a 
further four patients (three of whom died) acute pulmonary 
oedema developed. The authors discuss at some length 
the possibility that the oedema may result from toxic 
damage to the vagus or sympathetic. They point out that 
a strongly positive oculo-cardiac reflex is often noted in 
these hypertoxic patients. In a paper which appeared 
recently in the Journal Cameron*® emphasized the impor 
tance of damage to the central nervous system as a cause 
of pulmonary oedema. But in severely paralysed patients 
it must always be difficult to separate such related pre- 
disposing factors as pharyngeal paralysis, with its risk of 
the aspiration of mucus or even of foodstuffs, and dia- 
phragmatic paralysis with consequent anoxia, which Short 
regards as an important cause of pulmonary oedema. 
Because in their view the sympathetic-vagus mechanism 
is involved, the French workers recommend the use of 
atropine in such cases. They claim good results with 1-mg 
doses given five times daily. ; 

The third group in Janbon and Chaptal’s series consisted 
of seven patients who developed acute and progressive 
pulmonary embarrassment at the time of the late post- 
diphtheritic palsies. Here they may well be right in arguing 
that the toxin directly affects the respiratory centre, for 
in each there was extensive toxic damage in the region of 
the nucleus ambiguus. Many of their patients seem 0 
have been treated initially at home and to have been 
admitted to hospital only when the serious complications of 

1 Amer. J. med. Sci., 1942, 204, 218. 
2 Sem. Hép. Paris, 1947, 23 


2417. - 
3 British Medical Journal, 1948, 1, 965. 
4J. Path. Bact., 1944, 66, 355. 
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the later stages developed. The fact that in this country 


almost all patients with diphtheria are admitted to hospital - 


at the beginning of the illness may explain why such exten- 
sive complications are less frequently seen here. 


/ 


HUMAN FACTOR IN AIR ACCIDENTS 


Public confidence in the safety of air travel has been 
shaken by the melancholy succession of disasters to civil air 
liners, and no flood of statistics about the relatively small 
number of people killed per million passenger-miles flown 


can do much to allay the anxiety thus aroused. The in-- 


vestigation of mechanical defects as a cause of flying acci- 
dents is pursued openly and effectively, and yet, though the 
frequency of pilot-error accidents is realized, little is done 
to disentangle the complex cognitive and emotional basis 
of the human failure which so often precipitates the 
catastrophe. The Air Ministry is therefore to be congratu- 
lated on its publication of the results of wartime research 
on this vital subject." What has been learnt about the 
principles of human behaviour in complex, distracting, and 
fatiguing situations can be widely applied to accident prob- 
lems in all hazardous occupations. 

At the beginning of the late war the laboratory study 
of whatever was included by the conventional term 
“fatigue” was begun in Cambridge under the direction of 
Sir Frederic Bartlett, and the present monograph by Dr. D. 
Russell Davis describes the results achieved. He used an 
experimental apparatus designed like an aircraft cockpit ; 
the controls are attached to a mechanism which records the 
nature, extent, and duration of the pilot’s deviation from a 
prescribed course. It was called the Cambridge Cockpit, 
and in it pilots were observed while they performed all the 
manipulation of controls and instruments required in mock 
flights of varying durations. The analysis of the resulting 
records showed that, contrary to expectations based on pre- 
vious work in industrial psychology, there was no simple 
relation between the duration of the flight and the numbers 
of errors made. Indeed, errors increased in the first half- 
hour of the test, to reach a maximum during the second 
half-hour, after which they declined. 

Russell Davis found that these errors, and thus the in- 
dividuals who made them, could be divided into two main 
groups—errors of overactivity, where a tense individual 
tends to over-correct his initial mistakes, and errors of 
inertia, where subjects resigned themselves to a lowered 
standard of performance. Other types of error—specific end 
deterioration, preoccupation, and perceptual disorganiza- 
tion—were observed, but they were subsidiary to the two 
main groups, whose importance and significance became 
clear when the results of these tests were compared with 
psychiatric assessments of the same individuals. It became 
obvious that errors of overactivity were an expression of 
the acute anticipatory anxiety of the neurotically pre- 
disposed individual with obsessional trends, while errors of 
inertia were merely another facet of the withdrawal mechan- 
ism of the hysteric. Conclusions based on laboratory ex- 
periments do not entirely satisfy the practical flying man, 
but these were strikingly confirmed by following up the 
subsequent flying careers of the men tested and by 
independent studies of operational efficiency. It was found 
that men in the two “ error ” groups had an undue number 
of flying accidents, of failures in training, and perhaps, too, 
of casualties in action. 

The relative unimportance of prolonged activity alone 
in the causation of accidents was also demonstrated by 
Bradford Hill and G. O. Williams, who showed that landing 


1 Pilot Error, 1948. HH.M.S.O., London. Price 9d. net. 


accidents were no more frequent after long sorties than 
after much shorter ones. Similarly Reid’s studies of the 
effects of operational hazard on navigator efficiency in 
action and the incidence of neurosis re-emphasized the 
importance of acute anxiety in the determination of 
behaviour and performance. In future work on the human 
problems of industry this example of the synthesis of 
laboratory and field research might well be followed. 


PENICILLIN IN EXPERIMENTAL SYPHILIS 


Recent investigations in the U.S.A. on rabbits experimen- 
tally infected with syphilis have shed light on the differences 
between the various forms of penicillin. It has been recog- 
nized for some time that these forms are not alike, but it 
has not been possible to make a quantitative comparison 
by clinical observations. A joint report’ by five groups of 
workers now states that penicillin G is the most active, that 
F has about one-seventh the potency of G, and that K has 
about two-thirds the potency of F. No figure was given ~ 
for penicillin X. The experiments were carried out by 
inoculating the testes of rabbits with a virulent strain of 
T. pallidum and treating the rabbits six weeks later with 
penicillin given every four hours for four days. The rabbits: 
were then observed for 120 days, and from those showing 
no signs of syphilis a lymph node was taken for emulsifica- 
tion and injection into a normal animal. These were kept 
for four months to see if lesions developed in which 
T. pallidum could be detected by dark-ground illumination. 
By this method it was possible to find what percentage of 
animals were cured by a given dose of a given penicillin. 
Different workers agreed reasonably well about penicillins 
G, F, and K. 

The duration of the. experiment was a disadvantage, and 
Turner? and his colleagues devised a shorter one. Rabbits 
were inoculated by intracutaneous injection (on the back) 
with 0.1 ml. of an emulsion containing T. pallidum. Syphi- 
lomas appeared in 14-21 days, and on a given day a drop 
of serum from the middle of the syphiloma was examined 
by dark-ground illumination and the number of visible 
motile organisms counted. The penicillin to be investigated 
was then given by intramuscular injection in three doses at 
two-hourly intervals. The number of motile organisms in 
a drop of serum from another syphiloma on the same 
animal was then determined after 24 hours. Each dose of 
each kind of penicillin was given to a group of rabbits so 
that the mean effect could be calculated. The final result 
was that penicillin G was most active, that F had about 
one-sixth the activity of G, that X was about equivalent 
to F, and that K had less than one-fifth the activity of F. 
These relative values were on the whole similar to those 
obtained by the longer method. 

In other interesting investigations Eagle, Magnuson, and 
Fleischman* compared the action of penicillin in rabbit 
syphilis with that of a combination of penicillin and heat. 
They found that when the body temperature of the rabbit 
was increased by 3° to 4° F. (1.8°-2.4° C.) for a period of 
about 10 hours during the administration of penicillin the 
curative dose of penicillin (in 50% of the animals) fell from 


30,000 to 3,000 units per kg. body weight. The authors 


believe that the rise in temperature reinforces the action of 
the penicillin, because observations on treponemata in vitro 
do not suggest that such a rise of temperature has any 
lethal action itself. The same authors‘ have also measured 
the increase in the curative power of penicillin in rabbit © 
syphilis brought about by adding beeswax to a solution of 
' mer. J. Syph., 1947, 31, 469. 
2 "1947, 31, 476. 


3 Ibid., 1947, 31, 
4 Ibid., 1947, 31, 246. 
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calcium penicillin in arachis oil. A required curative dose 
of 39,000 units per kg., given daily for four days, fell to 
8,000 units when 3% beeswax was added, and to 3,500 units 
with 6% beeswax. 


THE PHANTOM LIMB 


A number of our correspondents have discussed recently 
the problem of pain in “ phantom limbs,” and there is a 
further contribution to this discussion at page 267 of this 
issue. The symptoms which follow amputation of a limb 
are so incompatible with the ordinary dictates of common 
sense that it is small wonder that most amputees prefer to 
keep discreetly silent about them. Even standard text- 
books still generally dismiss the subject in a few embar- 
rassed phrases or omit it altogether. 

It is now established that phantom sensations are a 
physiological sequence of all major amputations, the 
pattern of subjective phenomena being remarkably con- 
stant.'*° Immediately following amputation the patient 
is aware of the continued presence of the lost member, 
generally in a comfortable relaxed position, and he usually 
feels that he is able to “ move ” the limb normally. During 
the months of convalescence the phantom progressively 
“ shortens,” until it may feel only a few inches long. Sensa- 
tion from fingers, toes, and joints persists longest and most 
vividly, so that ultimately ‘a phantom arm may be experi- 
enced as only fifigers, wrist, and elbow, with no intervening 
forearm. By this process a relatively intact central nervous 
system adapts itself to a profound bodily change, and it 
is an entirely normal physiological occurrence. In W. R. 
Henderson and G. E. Smyth’s recently reported series? of 
over 300 prisoners of war who had undergone major ampu- 
tations only about 2% “asserted that they had never felt 
a phantom” ; it may be that these men rejected the possi- 
bility much in the manner of Craig’s* patient who, having 
a painful phantom, did not at first report sick because he 
“did not expect a doctor to treat a ghost.” The painless 
phantom is of little importance to the patient: who is re- 
assured that his experiences are perfectly normal, and their 
chief interest lies in the light they cast on the functioning 
of the nervous system. 

Amplifying the body-image concept of Head and 
Holmes,* Riddoch® suggested that there are normally 
three integrated “ body images” in the sensorium—visual, 
motor, and sensory—in terms of which all movements are 
initiated and all sensations interpreted. The loss of a limb 
does not at first impair the sensory or motor patterns which 

_help to constitute the compound body image. The limb 
still persists in the sensorium ; it is still remembered, and 
so it can be felt and “moved” as though still present. 
With passage of time the cortical elements formerly con- 
cerned with the lost limb cease to play a role no longer 
useful, and they probably take over other functions. Accor- 
dingly the phantom becomes “telescoped.” The fingers, 
joints, and toes, having the largest cortical representation, 
persist longest and most clearly. 

The phantom limb which is painful presents a much 
more difficult problem of immediate practical importance. 
Reports differ about the frequency with which such pain 
occurs, and probably ‘the criteria adopted by the authors 
and their patients in assessing actual pain have not been 

1 Livingston, W. K., Pain Mechanisms, 1943, p. 150. New York: Macmillan. 

2 J. Neurol. Neurosurg. Psychiat., 1948, 11, 88. 


8 British Medical Journal, 1948, 1, 904 
4 Brain, 1911, 34, 102. 


5 Ibid., 1941, 197. 
6 British M Journal, 1948, 1, 1108. 
1944 -% pe J., Cullen, C. H., and Chance, G. Q., J. Neurol. Neurosurg. Psychiat., 


8 ‘Nathan, P. W., Brain, 1947, 70, 145. 
® Bingham, J. A. W., British Medical Journal, 1948, 2, 51. 
10 Cohen, H., Lancet, 1947, 2, 933. 


2 
11 Harman, J. B., British Medical Journal, 1948, 1, 188. 
12 Craig, J. D., Lancet, 1948, 1, 497. 


the same. The very low incidence—about 4%—reported 


Henderson and Smyth may be due to the dist 


inctive 


‘and age group with which they dealt. Riddoch believed 


that phantom pain followed about 50% of amputations - 


Sliosberg® puts the figure at about 70%, while 


siders that some pain is almost invariable, gen 


Craig 


erally dimi- 


nishing in intensity and frequency spontaneously, so that 


only a small proportion of patients overcome t 
reluctance and seek medical advice. 
Formerly the pain was believed to arise in 


heir natural 


neuromata 


growing in the stump, but it is now known that such growth 
is normal and that the amount of pain experienced bears 


no constant relation to the state of the stump. 


It is prob- 


able that these cases are examples of causalgia similar to 


that which may follow any nerve injury.* ’ * 


Pain s0 


produced is felt in the phantom, just as deep pain, skeletal 
or visceral, may be projected to a phantom arm or leg.1-12 


The pain of angina pectoris may, for example, 
phantom left arm. 


spread to a 


Unless there are obvious defects in the stump, or pres. 
sure of the prosthesis on a superficial neuroma is producing 
troublesome pins and needles, remodelling operations are 


generally of little benefit. 


Persistent severe pain can fre- 


quently be relieved by procaine sympathetic block, and it 
may not return for weeks or months, when the procedure 
can easily be repeated. The duration of the period of relief 
tends to increase, so that complete cure may follow three 


or four injections. Not until all such simple m 


ethods have 


been tried should more drastic treatment be considered. It 


is important at all times that the patient should 
strange symptoms are accepted as being real 
they are. 


see that his 
» as indeed 


INTERNATIONAL STUDENTS’ CONFERENCE 


The British Medical Students’ Association is 


to be con- 


gratulated on its enterprise in holding recently what is 


believed to be the first international congress 
students, a report of which appears on page 


of medical 
265. Over 


100 delegates from 24 countries, including 30 from Britain, 
met successively in London, Oxford, and Birmingham from 


July 6 to 22 to study many aspects of British 


medicine— 


clinical, laboratory, industrial, and public health. When 
books and journals are difficult to obtain and currency 
restrictions in many countries impede the traveller, con- 
ferences such as this assume an added importance in pro- 
moting the free exchange of medical knowledge. There is 
no better way of broadening a young man’s education than 
by giving him the opportunity of meeting colleagues from 
abroad and studying their methods. The mere fact that 
he is in strange surroundings stimulates him to examine 
them carefully, and the high prestige enjoyed by British 


medical science in the post-war world invites 
scrutiny of its achievements. 


the closest 


When the B.M.S.A. was founded in 1941 to promote the 
interests of students it was recognized that clinical confer- 
ences, both national and international, would be one impor 
tant means of fulfilling this aim, and students in this 


country accordingly hold several conferences 


every year 


in London and the provinces. A teaching centre invites 


students from one or more other regions and 


takes con- 


siderable trouble over displaying its wares attractively and 
helping to mitigate the over-specialization deplored i® 
Professor Ryle’s address read at Oxford. We should:not 
let the occasion pass without complimenting those many 
teachers and authorities on special subjects who enthast 
astically contribute to the success of these meetings. Theit 
time is well spent, for as one student said! at the congress 
held in 1943, “ We are still young enough and daft enough 
to work for a future that will be better than the present. 


1 British Medical Journal, 1943, 2, 309. 
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ATOMIC ENERGY RESEARCH 
ESTABLISHMENT 
PROGRESS AT HARWELL 


Much of the work of the Ministry of Supply’s Atomic Energy 
Research Establishment at Harwell was revealed at a series of 
demonstrations last week. This establishment was founded in 
November, 1945, to carry out fundamental research and 
development in atomic energy, and three months later Professor 
sir John Cockcroft was appointed directcr. Since then two 
experimental nuclear piles have been brought into operation, 
the production of radio-isotopes has begun, and much progress 
has been made with the installation and testing of equipment. 
The establishment comprises seven divisions each comparable 
in size to that of a large university research department. Har- 
well is a former R.A.F. station, and all the hangars and 
most of the buildings have been adapted to its new function. 
Fach of the two nuclear piles has been constructed within a 
hangar, and a tower, built originally for navigational training, 
is being used temporarily to accommodate high-voltage equip- 
ment. The following aspects of the work of the establishment 
are of specifically medical or biological interest : 

1. The production and distribution of radioactive isotopes 
for research and therapeutic use. y 

2. The separation of stable isotopes for research usé. 

3. The protection of the health of the workers in the estab- 
lishment. 

4, The prevention of contamination of Thames water by 
radioactive substances in the effluent from the establishment. 


. In addition the Medical Research Council has established a 
radio-biological research unit at Harwell to investigate the 
effects of radiation on different types of living matter. This 
group is now building up its facilities and staff. As a supple- 
ment to the routine health services of the establishment—which 
are the responsibility of the Ministry of Supply—it is to investi- 
gate the possible effects on the staff of continuous exposure to 
weak radiation, as well as the effects of large doses of radiation, 
and to evolve counter measures. 

The working of a nuclear pile and its use for the production 
of radio-isotopes have been cescribed by Chadwick.’ and the 
properties of particular isotopes by Mitchell,’ while their uses 
in research and therapy have been more lately discussed by the 
Radiology Section at the Annual Meeting of the British Medical 
Association.* In brief a radio-izotope is a radioactive form 
of a chemical element which is normally stable. It behaves 
chemically as do stable isotopes of the same chemical element, 
emits beta particles or gamma radiation or both, from which 
its presence can be identified, and has a half-life (period of 
decay to half-intensity) varying from a fraction of a second to 
thousands of years. Radio-isotopes may be produced either 
plentifully in anuclear pile or in smaller quantities by the 
bombardment of normal stable isotopes by high-energy 
particles from an accelerating device of which a cyclotron is at 
preseit the most practical for the purpose. Most radio-isotopes 
can be produced in a nuclear pile, and the cyclotron method 
would only be used io meet some particular requirement which 
the ple could not undertake. ° 
Radio-isotopes are formed by the fission of the uranium atom 
—that is, by the same process by which energy is released in 
nuclear piles. But, owing to the fact that the uranium atom can 
split in a large number of different ways, the result is a mixture 
of radioactive atoms of many elements. These are formed in 
the uranium rods which are part of the structure of the pile. and 
for most purposes have to be chemically separated before 
they are of use. Since the level of activity may be extremely 
high, this is a difficult undertaking and i; not the method of 
choice. The more usual method is therefore to expose special 
containers to neutron irradiation within the pile, and provision 


The Nuclear Piles 


P Two piles are at present in operation at Harwell. The first, 

the gleep ” (graphite low energy experimental pile), came into 
operation in August, 1947, and has a power output of 100 kilo- 
Watts. Externally it appears as a large concrete cube, of the 
height of a substantial three-story building, and the only sign 


is made in the design of the pile for this method of production. | 


of activity is in the control room, which except for variations 
in the instruments used might equally well be that of any other 
plant to which electrical methods of recording and control are 
applied. Inside the five-feet thick walls of protective concrete 
is a cylindrical structure composed of rods of pure graphite 
and uranium arranged axially. This is the pile proper. The 
control rods, which limit the activity of the pile, are lowered 
into it from on top. Half-way down the main cylindrical struc- 
ture there is a clear space in the horizontal plane into which a 
further graphite bar can be inserted; in this bar there are a 
number of holes to take the containers to be irradiated. 

The second Harwell pile, with a rated power output of 6,000 
kilowatts, has only lately come into operation and is at present 
at the testing stage. It is a slightly larger structure than the ~ 
gleep, and differs principally from its predecessor in the greater 
amount of air cooling which has been provided. Because of 
this it can be run at a power output sixty times greater, and 
larger amounts of material can be irradiated. In place of one 
irradiation channel there are forty; but the general arrange- 
ment is the same, with the irradiation channels running from 
side to side through the main structure. 

Irradiation is carried out in aluminium containers. In the. 
gleep these are cylinders of 30 ml. volume and of about the 
same cross-section as that of a halfpenny. These containers are 
inserted in graphite blocks of rectangular cross-section, each of 
which is drilled with eight holes of the same size and shape as 
the containers. Larger containers may be used in the new pile. 
Duration of irradiation depends on the radio-isotope which is 
being producéd, the degree of activity required, and the intensity 
of radiation within the pile. Typical figures in the case of the 
gleep are : sodium or potassium, a week-end ; iodine, a fort- 
night ; sulphur, a month ; calcium, three or four months. With 
the new pile times will be reduced and quantities can be 
increased, and it will be possible to extend supplies to members 
of the Commonwealth and other overseas countries. The pro- 
duction of radio-cobalt (cobalt*’), which offers promise as, a 
therapeutic substitute for radium, is to be undertaken at an early 
stage, and it was stated by Sir John Cockcroft that amounts 
equivalent in gamma-radiation to 100 g. of radium could be 
readily produced if required. 


Cyclotron Production 


Like the two piles, the Harwell cyclotron (Fig. 1) is being built 
in a hangar. It consists of a 700 tons magnet, with poles 110 
inches in diameter between which particles will be whirled round 
and accelerated to energies of 200 million volts. It is expected 
that it will be completed about the end of this year, in effective 
use by April, 1949, .and that for some years thereafter it will 
remain the most powerful British equipment of its type. It is 
primarily intended for nuclear research, but will also be used 
as required to produce particular radio-isotopes which cannot 
be made in the two piles. ; 

Most radio-isotopes produced in the piles are obtained by 
irradiation of the same chemical element which it is desired to 
obtain in radioactive form. In these cases no further processing 
is required, and after removal with long forceps from the 
graphite blocks the containers can be transferred direct to lead 
containers. In a few cases chemical separation is necessary, 
and this is true generally of radioactive material resulting from 
the fission process. For this reason, as well as for the separa- 
tion of the plutonium formed in piles, it is necessary to provide 
special chemical laboratories where all operations are performed 
in fume cupboards with a high rate of air-exhaustion and | 
behind protective walls built up from interlocking lead bricks. 
The present chemical Jaboratories are in a converted barrack 
block. But because of the special problems which will arise when 


larger quantities of materials are being handled, a new “ hot” 


laboratory is being built of a size comparable with that of many 
complete research institutions. Only the ground floor of this 
building will be in normal use, the whole of the upper floor 
being occupied by the ducts of the ventilating system and ser- 
vicing provision. The two active wings are separated from the 
central offices by vestibules and changing-rooms, in which the 
air pressure will be maintained at a slightly higher level than 
in the laboratories. 
1 British Medical Journal, 1, 263. ° 


2 Brit. J. Radiol., 1946, 19, 481. 
3 British Medical Journal, 1948, 2, 164. 
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Fic. 1.—General view of 110-in. (275-cm.) cyclotron magnet during erection. The 
magnet contains 700 tons of steel. Some of the copper windings have been installed 
on the lower pole. There will be six pairs on each pole when the magnet is 
completed, containing a total of 70 tons of copper. At maximum power a current 
of 600 amps at 500 volts is passed through the coils. The gap between the pole- 
faces in the picture is 40 in. (1 m.). When the magnet is completed this will be . 
reduced to 12 in. (30 cm.), and it is in this gap that protons or deutrons are 

accelerated. (Crown copyright.) 


Over a hundred specimens of radioactive isotopes have been 
dispatched in each month from March, 1948, onwards. Labora- 
tories and institutions which have received supplies include 
the following: the Medical Research Council; the Christie 
Hospital, Manchester (for cancer research) ; Manchester Univer- 
sity (chemistry of anaesthetics) ; the Royal Cancer Hospital ; 
the National Centre of Radiotherapy (heart diseases); Cam- 
bridge University (cancer); University College (biophysics) ; 
University College Hospital (blood research). Other British 
research uses have covered such varied applications as 
chemistry, physics, photographic films, mechanical friction, 
textiles, fertilizers, and plant growth. Supplies have also been 

‘sent to users overseas. 

In general it is expected that bulk supplies will be distributed 
through the Radiochemical Centre at Amersham, and that 
individual research requirements will continue to be met direct 
from Harwell in a large proportion of cases. An advisory 
service on the experimental use of radio-isotopes is being pro- 
vided, and arrangements are also being made whereby research 
teams from the establishment can carry out experiments for the 
user on the user’s premises. This is primarily intended for 
,industrial applications, but it might also be helpful in the 
medical field. It means, at any rate, that the use of the radio- 
active tracer method will not necessarily be confined to institu- 
tions which themselves possess the required specialized staff and 
facilities. 

Stable isotopes differ from one another only in the mass of 
their atoms, and like radio-isotopes can be used in “ tracer ™ 
research, though more difficult techniques are involved. There 
is a considerable demand for the carbon isotope of mass 13, 
and an experimental plant is being built for its separation from 
normal carbon. The process adopted makes use of a small 
difference of about 3° F. (A°C.) in the boiling points of 


liquid carbon monoxide containing the two isotopes. The plant . 


will be complete in a few months’: time, and will produce 
carbon 13 at a rate of about 0.3 g. per day by the end of the 
year. This is expected to be enough to meet immediate 
demands. Work is also being done on three other methods of 
separation. ~ 


Health Services 


The essential problem of the health service at Harwell is to 
ensure that no members of the staff are exposed to excessive 
radiation. This is done by a combination of individual monitor- 
ing, permanent local monitoring in active areas, and further 
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surveys, including the taking of air samples, ag 
required. The standard adopted, which was’ re. 
commended by the Medical Research Council, jg 


that the total integrated dosage of the individu 

should in no case exceed 0.5 r per week, but the 

present average for the establishment is less than 
one-fifth of this figure. This includes 
radiation, beta particles, and fast and slow 
neutrons, and in area surveys these are measureg 
separately and added together: 

Individual monitoring is based on the use of 
three different types of recorder. The first, carried 
by all workers liable to exposure, is a radiation. 
sensitive pocket film. These are collected wee 
and forwarded to the National Physical Labor. 
tory for development under controlled conditions, 
Films showing more than the usual darkening are 
reported by telephone. The routine reports are 
plotted for all individuals as a weekly record of 
radiation received. The two further types of indi. 
vidual recorder are for more immediate ascertain. 
ment of dosage rate where this appears desirable, 

* The simplest type, comparable in size with that of 

a nasal inhaler, is a pocket condenser. This jg 

charged to a prescribed voltage, and is gradually 

discharged by exposure to radiation. Measure- 

ment is carried out in the laboratories of the health 

physics group. The third type of instrument re. 

sembles an overgrown fountain-pen, and with it 

the individual recipient can make his own observa. 

tion of dosage received at any time. It is ap 
‘ electroscope of the Stephen type in which 9 quartz 
fibre is deflected electrostatically from a metal plate. Both these 
two instruments can conveniently record a dosage rate one- 
tenth of the average permitted. 

Fixed radiation meters are provided for the measurement 
both of integrated dosage and of the current dosage rate. The 
scale of the former is calibrated in hours, the permitted dosage 
for a day’s work corresponding with a reading of 8 hours. A 
glance at the “clock ” is thus sufficient to inform the individual 


Fic. 2.—Pistol monitor. This is typical of the portable health 
instruments employed in work with radioactive substances at Harwell. 
It can be used to measure the intensity of either beta‘or gamma rays 
in laboratories and elsewhere. (Crown copyright.) 
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les, ay in such an area whether he is above or below the accept- pharmaceutical firms. The London week ended with a lecture- 
demonstration at the National Hospital, Queen Square, a visit 


48 Te | sble rate and, if necessary, he will transfer his activities to a less 
‘ve area. The current dosage meter is intended to guard 
inst unduly high temporary radiation and can‘be set to sound 
ut the | 49 alarm at a predetermined level. Both types of meter add 
ther the combined effect of different types of radiation, 
amma | which for this purpose are separately recorded. 

slow} Area monitoring includes the checking of radiation levels 
asured } yith portable instruments (Fig. 2), the taking of air samples, the 
checking and maintenance of all health instruments, and the 

ircation of restricted areas to which access by unauthorized 

ar is forbidden. 
fation-} The Medical Division is responsible for the health of all 
veekly | workers in the establishment. All are given a full examination 
\bora. when joining, and this is repeated periodically. All workers 
itions, | exposed to radiation have regular blood counts, but since no 
1g are} ase of over-exposure has yet occurred the blood examinations 
S are] sre regarded rather as in the nature of insurance. 


indi- Prevention of Contamination 


ae The permissible standard of radioactivity in water returned 
at of ultimately to the Thames is described as being such that the 
his te medical and biological effects “due to the consumption of 
ually water during the life span of human beings would be for all 
oul practical purposes negligible.” The tolerance adopted was laid 
ealth down by the Medical Research Council, and control is in the 
ia hands of the health physics group of the establishment. 
th i Water is to be separated for disposal purposes into three 
orvil categories. The most highly active is removed and not returned 
s an}? the Thames. The second category is treated as described 
art below, and the third, which has been used for cooling and 
domestic purposes, is mixed with the second on the last stage 
before disposal. The sequence of treatment for water in the 
second category is as follows. In the first stage it is pumped, 


of acid-resisting brick. In the next stage it is chemically 
neutralized. Thirdly, sludge containing a large proportion of 
the radioactive material is mechanically separated, pressed into 
solid cakes, and retained. Finally, the water thus treated is 
mixed with “safe” water and sampled before discharge. The 
whole process will extend over three weeks. 


(8) STUDENTS’ INTERNATIONAL CLINICAL 
CONGRESS ' 


MEETINGS IN LONDON, OXFORD, AND 
BIRMINGHAM 
What is believed to be the first international gathering of 
medical students was held successively in London, Oxford, 
and Birmingham from July 6 to 22. The idea of an inter- 
j Mitional clinical congress of students was put forward at 
Prague two years ago, when delegates from the British Medi- 
al Students Association were present, and that body undertook 
my te responsibility of organizing a British meeting in 1948. The 
Congress was attended by just over 100 students from 24 
mm) ountries. The number of accredited delegates from Great 
{| Britain was 30, one from each medical school. 
On the afternoon of their arrival in London the visitors were 


mai) Mtertained at a reception at B.M.A. House, when Dr. Charles 

Hill gave a description of the National Health Service. Later 
fe President of the B.M.S.A., Mr. Stephen Drancz, of Edin- 
turgh, welcomed them, saying how much British students were 
Moking forward to this international exchange. A suitable 
jj Sponse was made by an American student, and the Congress 
mi vas formally opened by Mr. Zachary Cope, who spoke of it 
8 reviving in a new form the habit of the Middle Ages, when 
dents travelled to the places of learning in one country or 


another. 

A Flexible Programme 

=} The programme on which the students then entered was differ- 
| “Mt in each of the three centres visited. In London the typical 
British method. of bedside teaching, with rounds, out-patients, 
and lectures, was followed, and the students spent two whole 
i} @¥s in one or other of four hospitals—London, Middlesex, 
{] University College, or St. Mary’s. Small groups also visited 
me twelve special hospitals, as well as the laboratories of 


not gravity-fed, into one of two 300,000-gallon tanks built . 


to the Royal College of Surgeons, and a reception by the 
British Council. A “ film festival” at the Wellcome Institution 
was an evening feature. 

At Oxford, where the Congress was welcomed by the Regius 
Professor of Medicine and entertained at Magdalen Hall, the 
general theme was “ Recent Advances in Medical and Surgical 
Research,” and lectures and demonstrations were given by 
Sir Howard Florey on antibiotics, Professor R. R. Macintosh on 
anaesthetics, Professor Chassar Moir on analgesia in childbirth, 
Sir Hugh Cairns on pyogenic and tuberculous meningitis, and 
Professor L. J. Witts, Dr. J. Trueta, Professor R. G. Macfarlane, 
Dr. A. H. T. Robb-Smith, Dr. Isaac Berenblum, and others on 
their special subjects. The departments of physiology, anatomy, 
biochemistry, and social medicine were visited, and one evening 
was devoted to a showing of medical films, including one of the 
Blalock operation for pulmonary stenosis. One of the discus- 
sions, presided over by the Dean of Oriel, was on food prob- 
lems in post-war Europe. The concluding address at Oxford 
was given by Professor A. D. Gardner, of the School of 
Pathology. 

The four days at Birmingham, where the students were 
welcomed by Sir Leonard Parsons, Dean of the Faculty, and 
also attended a civic reception given by the Lord Mayor, were 
spent in attending demonstrations on aspects of industrial 
medicine and public health. The United Hospitals, the 
Accident Hospital, and the clinics of large factories were 
visited. An afternoon was devoted to a discussion on the 
National Health Service and local government services, and the 
Birmingham functions concluded with a dinner given by the 
University Medical Society. 


The Presidential Address 


The shadow on the Congress was the illness which prevented 
its president, Professor J. A. Ryle, from taking part and lead- 
ing the Congress at Oxford. He wrote that he had pleaded with 
his doctors to be allowed to attend this event even if it meant 
breaking many engagements in the coming months, but his 
advisers were adamant and he knew that they were right. In 
his presidential address, which formed part of the proceedings, 


Professor Ryle discussed the growth of specialization—such . 


a steady growth that “alas, the general physician of the type 
who taught me and my father at Guy’s has become a rara avis.” 
In many directions, of course, knowledge and the treatment of 
the sick had been very greatly advanced by all the new techno- 
logies and skills, but a stage had now been reached in which 
it could be said, with equal justice, that the teaching of students 
and the practice of medicine had in the process quite con- 
siderably suffered. The logical attitude and thoughtful integra- 
tions of ideas and subjects were tending to go by the board. 
The new technology and over-specialization had led too often 
to a neglect of the philosophy which could co-ordinate all our 
sciences and methods. “We have, in brief, gone astray in no 
small measure because of the multiplicity of our new tools 
and tests and our impatience to employ them. Meanwhile we 
are suffering—and our patients with us—from a very serious 
dearth of men and women with a physicianly training and 


physicianly minds, of men like the old chef de clinique and the | 


good family doctor ; of men like Balzac’s hero in Le Médecin 
de Campagne.” 

Although the days of the Congress were full of work, the 
evenings were mostly devoted to pleasure. Among other events 
were a buffet. supper given by the British Council, a sherry 
party by the Royal College of Physicians, and a concert by the 
St. Mary’s Hospital Musical Society. Visits were -paid to 
Windsor, Hampton Court, and Stratford-on-Avon, and at Oxford 
the river was an attraction. At Birmingham the president of 
the Medical School, Dr. H. W. Featherstone, gave a garden 
party at his country house. 

Congratulations were tendered to the Organizing Committee 
of the B.M.S.A., under the chairmanship of Mr. H. E. Reiss, 
who carried through this ambitious programme, and appreciation 
was expressed of the co-operation of the medical schools and 


_ hospitals at the centres, the British Medical Association, the 


Royal Colleges, the British Council, and the International Union 
of Students. Mr. B. Wainfeld, the chairman of the Medical 
Faculty Bureau of the International Union, said that the Bureau 
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would be instructed by the Congress about the activities to be 
organized in order to help to solve the problems the Congress 
had been discussing. The I.U.S., representing the overwhelm- 
ing majority of students throughout the world, had the task of 
serving the needs and defending the interests of students every- 
where, and the Clinical Congress was both an end and a further 
means through which the International Union could best fulfil 
this responsibility. 


BRITISH EMPIRE CANCER CAMPAIGN 
AWARD TO PROFESSOR E. C. DODDS 


The twenty-fifth annual meeting of the British Empire Cancer 
Campaign was held in the Moses room of the House of Lords 
on July 19, Viscount Hailsham presiding. The “Garton” 
medal and prize (£500) was presented to Professor E. C. Dodds 
for his contributions to cancer research, notably the synthesis 
of stilboestrol. Professor Dodds, after acknowledging the help 
of many collaborators, returned the £500 as a contribution to 
the Campaign’s special appeal. 

A delegation from the Campaign, led by Lord Horder, has 
been visiting Canada and the United States to strengthen the 
bond between cancer research organizations on both sides of 
the Atlantic. A cablegram from Lord Horder was read stating 
that their welcome had been most cordial, and that valuable 
contacts and observations had been made at both research and 
organizational levels. 

It was reported that the Campaign’s expenditure on research 
was steadily increasing, and that before the close of 1947 over 
£110,000 had been already voted for application during 1948. 

Mr. J. P. Lockhart-Mummery, who has edited the annual 
report during the entire existence of the Campaign, presented 
the report for the year 1947. He mentioned that from head- 
quarters alone, without counting the branches, there had been 
allocated during 25 years a grand total of over £1,000,000 
sterling to research centres and individual workers. ‘“ We have 
almost completely succeeded in one of our original aims— 
namely, the co-ordination of cancer research. . . . Where, 
25 years ago, one man was devoting his time and energies 
to cancer research, there are hundreds doing so to-day; and we 
hope soon greatly to increase this army of investigators.” Of 
the new chemical substances tried for the control of cancer, the 
most notable was stilboestrol, which in suitable cases could 
control cancer of the prostate gland; urethane appeared able 
to control leukaemia. The study of the minute structure of 
the healthy and the cancerous cell had made great progress as 
a result of the use of the electron microscope, and it began 


to look as though some of the important secrets of the cancer - 


cell and the way in which it developed would not much longer 
elude us. More electron microscopes were badly needed ; they 
were expensive instruments, costing about £3,500 apiece. 


Reports from Research Centres 


The annual report, which was adopted by the meeting, con- 
tains accounts of their year’s work by some 19 research depart- 
ments, as well as reports from a number of individual workers 
and from institutes and foundations in the Dominions. Every 
year the Clinical Cancer Research Committee presents a statis- 
tical analysis of cases of cancer in some part or organ; this 
year it is on 126 cases of cancer of the kidney, 451 of the 
bladder, and 399 of the prostate. A report is included from 
the Marie Curie hospital on the radiological treatment of 1,900 
cases of carcinoma of the cervix of the uterus, 1,580 of which 
were treated some five years ago. 

The reports from the research centres this year seem to pay 
more attention to radiological methods than usual. Some 
account is given of the investigation of high-energy radiations, 
carriéd out under the aegis of the Medical Research Council 
by the staff of the departments of physics and chemistry of the 
Royal Cancer Hospital. This relates to the use of the 14 Mev 
synchrotron at the Telecommunications Research Establish- 
ment, Malvern. Preliminary work has been done on the develop- 
ment of techniques for measuring the radiations in roentgens, 
the precautions necessary to obtain satisfactory beams, and the 
ascertainment of the distribution of energy to be expected in the 
body at these voltages. At the Christie Hospital and the Holt 


Radium Institute, Manchester, work is proceeding on the ASS 
ciation of urethane with x rays in the treatment of Neoplastic 
diseases, and at the Cambridge University Research Centre an- 
other chemotherapeutic agent is being studied as likely to be of 
value when combined with radiotherapy in treatment ; this jg 
the compound known as tetrasodium 2-methyl-i : 4-naphtho. 
hydroquinone, which is of low toxicity and exhibits vitamin-K 
activity, though such activity has probably no relevance in this 
application. 

The problem of carcinogenesis is- being attacked on ma 
sides. The relationship of sex hormones and carcinogenesis 
the histogenesis and histopathology of the tumours induced 
acetylaminofluorene in the lungs of rats, and the Possibility of 
x biological “chain reaction” in skin carcinogenesis are lings 
of work which are being pursued in the Chester Beatty Institute 
of the Royal Cancer Hospital, the Department of Pathology 
at Sheffield, and the Sir William Dunn School at Oxford, 


. respectively. -At Glasgow Royal Cancer Hospital the question 


of overheated foods has been studied. Evidence points to 
some unidentified carcinogen present in fats heated to 300°C 
or more. Various irritants used as condiments have been tested 


for possible co-carcinogenic activity, but so far without positive 


results. With the help of several large restaurants, supplies of 
heated-fat residues from ovens and frying-pans used in large. 
scale cooking have been obtained and subjected to chemical 
fractionation and spectrographic and other analysis, but no 
known chemical carcinogens have been detected in any of these 
materials. 

Another, interesting point comes out of some research by 
Sir Ernest Kennaway and others in the Pathology Department 
of St. Bartholomew's. The question of the prevention of cancer 
of the penis by circumcision in the Jewish manner on the 
eighth day of life has been examined, and no record has been 
found of any case in which this protection has failed. On the 
other hand, cancer of the penis occurs in Moslems, among 
whom the operation is performed between the third and four- 
teenth year. Records, all from the United States, of 16 cases 
of cancer following surgical circumcision by methods of the 
present day have been obtained. The operation was carried out 
at ages from 14 to 45, and cancer developed after an interval 
of 8 to 41 years (average 23). It is suggested that the failure 
of this operation when deferred until the fourteenth year to 
give the protection afforded by it when carried out on the eighth 
day may mean that the train of events leading to malignant 
growth is set going early in life, and that subsequent removal 
of the cause does not then avert the development of cancer at 
a much later age. This principle may hold good in other forms 
of cancer, which, arising in the second 25 years of life, may 
have been predestined to occur by factors to which the body 
was exposed during the first 25 years. The idea is of interest 
in connexion with the possibility of preventing cancer by atten- 
tion to the hygiene of youth. — 


THE KING’S FUND 


King Edward’s Hospital Fund for London, which has now 
entered its second half-century, held its annual meeting at 
St. James’s Palace on July 9, when the Duke of Gloucester 
presided. The transfer of hospitals to the State, said His Royal 
Highness, was not the only—perhaps not the most important 
—change that was taking place in the hospital world to-day. 
That world was in the throes of evolutionary developments, 
the outcome of which no one could foresee. New conceptions 
of hospitals as a system closely integrated with medical prac- 
tice and with preventive and social welfare activities were 
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abroad, and these in their turn reacted upon the position of the ied 
Fund. The Duke suggested that it now became a Foundation} ‘hs om , 
rather than a Fund, and he went on to say that the Fund was} Ct ng, | 
establishing relations with the great foundations of America— the oe q 
those bearing the famous names of Rockefeller and Kellogg bein ‘RC 
and also the Commonwealth Fund—which were playing a great g ato 
part as pioneers in the hospital world, and it might be that ~rmnmaes 
some modification of the machinery of the Fund on the lines **tnywell 
of these American foundations would prove to be convenient. fan to 

The word “ Fund” in the title of this organization has never th jon Ce 
been entirely appropriate. The King’s Fund has been fat ort illne: 
more than a mere grant-distributing agency. Its activities # 
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' 
plastic connexion with district nursing, with nursing Tecruitment, with 
hospital diet, catering, and domestic supervision, and with the 
emergency bed service are well known. In the new hospital 
arrangements its function as an agency of distribution, although 
it will continue, may be expected to bulk less largely in com- 
rison with other activities. But it is no small advantage to 
have an organization with such large resources under its own 
control, giving a guarantee of freedom and elasticity to the 
new Service. It will encourage voluntary work in that large 
field which lies just beyond the border of State provision, and, 
gs the annual report states, it will be open to hospitals in the 
metropolitan area, whether teaching hospitals or those coming 
under the four regional boards, in any matters which are 
rimental or which seem to go beyond the normal activity 
of a hospital under the Act, to lay proposals before the Fund 

and seek its assistance. 

In 1947, although the National Health Service Act was 
nts tof already law, and the shape of the hospital service was clearly 
ea | gen, a sum of £34,000 was contributed to the King’s Fund by 
‘fh subscribers and donors. This, however, is only about one- 
“< f tenth of its total income, which comes mainly from invest- 
ments. The ordinary distribution, to 145 hospitals and 53 con- 
yalescent homes, was £303,250. Until it has been decided how 
the resources of the Fund can be most ary | applied, a con- 
servative policy may be necessary, but the Fund is looking 
forward not to restriction but to increased opportunities. 
Among the immediate activities are the inauguration of an 
information service, the continuation of bursaries for the train- 
ing of hospital administrators and the establishment of new 
bursaries for hospital almoners, and the setting up, in consulta- 
tion with the Ministry of Health and the Royal College of 
Nursing, of a resident training course on new lines for those 
about to take up posts as ward sisters. 


Nova et Vetera 


Ww. G. ,GRACE 


- William Gilbert Grace was born on July 18, 1848, and fifteen 
years later achieved prominence as a cricketer when he scored 
32 runs in a match against the All-England Eleven. He was 
the fourth son of Mr. Henry Mills Grace, who practised as 
asurgeon at Downend, near Bristol, and was himself an ardent 
cricketer. His uncle, Alfred Pocock, and his father introduced 
him at an early age to the delights of our national sport, and 
when only nine years old he played for West Gloucestershire 
against Bedminster. At the age of 17 he played twice for the 
“Gentlemen vy. Players, being selected then fer his prowess at 
bowling rather than batting, and thereafter continued to play 
in first-class cricket until 1900. In first-class matches his 
highest score was 344, made in 1876 for the M.C.C. against 
Kent ; two days later he made 177 for Gloucestershire v. Notts, 
and two days after that 318 not out for the same county against 
Yorkshire. 

Endowed with a splendid physique—he stood 6 ft. 2 in., and 
was powerfully built—* W.G.” excelled also at running and 
hurdling, and two days after scoring.244 not out for England v. 
Surrey in 1866 he won a race at the National and Olympian 
Association meeting at the Crystal Palace. Commenting on 
Grace’s fine’ physique, Dr. Clippingdale pointed out’ that the 
surname derives from the French “ Gros,” a sobriquet originally 
bestowed on men of large stature. As soon as the cricket 
f the§ %280n was over he threw himself energetically into sports more 
ation’ “dapted to the English winter-—running with the beagles, 
ooting, and hunting. 
ca—] Grace qualified in 1879 with the L.R.C.P. of Edinburgh and 
logg,f te M.R.C.S. of England, and practised at Bristol until 1899, 

being at one time medical officer to the Barton Regis Union, 
that Yaccinator to a district in the union, and surgeon of the 
fines] Petnywell Collieries. In that year he gave up practice and 
nt. § Moved to Sydenham to become secretary and manager of the 
ever} London County Cricket Club. He died of heart failure after a 
far} Short illness in 1915. 


s ip 1 British Medical Journal, 1915, 2, 736. 


terest 
atten- 


now 
1g at 
ester 
Royal 
yrtant 
-day. 
rents, 
tions 
prac- 
were 


Correspondence 


Pain in Phantom Limbs 


Sirn,—The correspondence in your columns on this subject 
has been extremely interesting. It seems possible that the dis- 
appointing results from the treatment of this condition may be 
due in part to a failure to appreciate that at least two distinct 
types of phantom limb pain may occur in amputation stumps. 
The presenting symptom of pain may be (1) a painful paraes- 
thesia associated with a tender neuroma, or (2) causalgia. It is 
to Weir Mitchell that we owe the term causalgia, and it is clear 
from his writings that he restricted the use of the term to the 
immoderate burning pain which is a sine qua non of the condi- 
tion. Modern usage has extended the term to include the 
peripheral manifestations of the syndrome (coldness, hyper- 
idrosis, hyperalgesia). 

Phantom limb pain may be of a causalgic type and give a 
typical history, but on the other hand, and much more com- 
monly, it may take the form of painful paraesthesia. This latter 
type of pain is quite different from that of causalgia, being 
of a stabbing, shooting, or tingling quality, in which the 
characteristic burning of causalgia is absent. Reference of pain 
to the phantom limb occurs in both types of case. Some degree 
of paraesthesia is common to all neuromata, whether of amputa- 


_ tion stumps or of peripheral nerve injuries, and in the large 


majority it can only be elicited by an obvious mechanical 
stimulus of the neuroma. Associated with this “ stump tender- 
ness,” however, may be a paraesthesia of a much more serious 
and disabling nature, which occurs—apparently spontaneously 
—as a result of the constant irritation of regenerating sensory 
nerve fibres which are sprouting freely into the scar tissue from 
the cut end. This type of phantom limb pain, the aetiology of 
which is mainly if not entirely peripheral, can usually be 
relieved by a careful resection of the neuroma with or without 
reamputation of the stump. It is unlikely to be affected 
by sympathectomy. On the other hand, unfortunately, the 
causalgia is very seldom if ever cured by local operative 
procedure alone. 

A minute investigation of the history of the onset and evolu- 
tion of the pain, of its quality, and of its aggravating and 
relieving factors should help to differentiate between the two 
types and thus act as a valuable guide to the form of operation 
most likely to prove successful.—We are, etc., 

R. E. M. BOWDEN, 

London, W.C.1. J. R. NAPIER. 


Short Leg 


Sir,—May I reply to the interesting letter of Captain Robert 
Fuller and Lieut. Douglas L. Woclf (July 10, p. 109)? The 
first thing to decide when the examination of a patient reveals a 
short leg is if the shortening is real or apparent. A real short Jeg 
will cause a tilting of the sacral top and is bound sooner or 
later to lead to a scoliosis with the convexity towards the shorter 
leg. In that case a lift under the short leg, sufficient to make 
the sacral top level, will be indicated. If, however, the shorten- 
ing is due to fixed backward rotation of the ilium on the sacrum 
a lift will make the sacral top level, but will at the same time 
make the backward rotation of the ilium permanent. The 
resultant ilio-sacral strain is one of the most fruitful causes of 
chronic backache. The rational treatment of this type of short 
leg is forward rotation of the ilium by manipulation, which will 
equalize the length of both legs, make the sacral top level, and 
either prevent a scoliosis or, if it has developed, bring the lumbar 
spine into normal alignment. 

There are two methods to decide if the shortening is real or 
apparent. The one is a standing A.P. x-ray of the pelvis and 
lumbar spine. If a thin wire exactly parallel with the floor or 
the surface on which the patient is standing while the film is 
exposed is fixed across the Potter-Bucky, differences ‘in the 
level of the trochanters,’ femoral heads, and acetabula down 
‘to 1/4 in. (0.63 cm.) or even less can be easily appreciated. The 
second method is of help only indirectly in so far as it helps to 
determine the range of mobility of the sacro-iliac joints. in a 
given case. A short left leg, for example, may be due‘to a 
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forward rotation of the right ilium on the sacrum, with an ap- 
parent lengthening of the right leg. In that case again a lift under 
the short leg would be contraindicated. The correct treatment 
would be manipulative backward rotation of the right ilium, 
which will result in equal length of legs and levelling of the 
sacral top. To decide if a shorter (or longer) leg is due to a 
backward (or forward) rotation of the ilium the test described 
by Downing is invaluable. If my memory serves me right it is 
also mentioned in Menell’s book on backache. It has been out 


of print for years and I do not possess a copy.—I am, etc., 
Bristol. H. WOHLFELD. 


Repair of Indirect Inguinal Hernia 


Sir,—Mr. E. S. R. Hughes and Mr. J. T. Fathi- (July 17, p. 135) 
record an interesting observation on the anatomy of the 
internal ring in cases of indirect inguinal hernia, and the refine- 
ment of technique which they introduce is worthy of attention. A 
sentence in their opening paragraph, however, invites comment. 
They state, “It is this weakness [at the internal ring] that may’ 
account for the high percentage of indirect herniae as well as 
their early reappearance after operation.” This can only be 
taken to mean that a high proportion of “recurrence” after 
operations for indirect hernia occur at the internal ring. This 
appears to have been the case in those operated upon in the 
Services during the late war, a fact which has coloured much 
recent writing on the treatment of inguinal hernia. 

In twenty years of civilian practice I have encountered my 
fair share of “ recurrent ” herniae, and almost without exception 
a direct hernia has been found in Hesselbach’s triangle with no 
hernia at the internal ring. The discrepancy is possibly 
accounted for by the observation mace in the Service cases 
that the sac had been left behind or incompletely removed at 
the first operation. 

It is questionable whether a post-operative hernia in Hesselbach’s 
triangle after radical cure of an indirect hernia should properly be 
called a “ recurrence.”” Though the term is useful in that it reflects 
the patient’s probable view of the matter and that it fastens the 
responsibility on the surgeon, it is misleading in that it obscures 
the pathology. The fact that the great majority of acquired inguinal 
herniae, whether post-operative or otherwise, are direct shows that 
in the absence of a patent processus vaginalis Hesselbach’s triangle 
and not the internal ring is the weak point of the inguinal canal. 

The moral surely is that to avoid post-operative hernia attention 
must be concentrated on reinforcing the medial part of the posterior 
wall of the canal, and that plastic procedures applied to the site of 
emergence of the spermatic cord at the internal ring are at most 


of only secondary importance. ; 
If a relieving cut is made in the internal oblique aponeurosis well 


above its lower free border and extending well into the rectus sheath, 
a stitch firmly uniting its medial end to the periosteum of the. pubic 
spine will hold the conjoined tendon down so that it lies practically 
in apposition with Poupart’s ligament. These two structures can 
then be united by a row of stitches which do not need to be so 
tight as to cause either undue tension or strangulation of the 
contained tissue. 

The effectiveness of this method in preventing post-operative 
hernia through Hesselbach’s triangle—so called “ recurrence "— 
is such that fascial grafts, darns with silk or nylon, filigrees, and 
the rest can be reserved for exceptional cases. Failures of the 
method are, I am sure, due to insufficient exposure of the pubic 
spine and consequent inadequate placing of the first and -all- 
important stitch.—I am, etc., 

Edgware, Middlesex. 


Penicillin in the Treatment of Neurosyphilis 


Sir,—Will you allow me to add a postscript to your leading 
article on penicillin in the treatment of syphilis (July 17, p. 141), 
or rather to that paragraph of it which deals with neuro- 
syphilis ? Our American colleagues have a larger number of 
cases to treat than we have in this country, and it seems most 
likely that the question whether malarial therapy will still be 
necessary in G.P,I. and allied conditions will be settled by their 
experience, and their reports are now coming forward so 
rapidly that our few British accounts are superseded by the 
time they are published. 

In a recent paper by Stokes’ and his colleagues entitled 
“Three Years of Penicillin Alone in Neurosyphilis,” observa- 
tions on 321 cases are summarized. These authors continue to 
take the view (which I am unable to share) that the immediate 


FRANK Forty. 


clinical improvement with penicillin in cases of paresis js not 
as great as that with malaria, but among their conclusions are 
the following : 

“Malaria in paresis is superior to penicillin alone in the clin 
improvement produced when compared with the first year or two of 
penicillin responses; but penicillin rapidly overtakes malaria in the 
second and equals it in the third year of observation. Taking the 
durability of penicillin effect . . . the comparative simplicity short 
duration, and safety of penicillin therapy into account, it begins to 
look as if penicillin alone were the equal of malaria in paresis, 
Spinal ‘fluid results . . . are apparently superior with Penicillin to 
those obtained with malaria. 

“In tabo-paresis the fluid improvement with penicillin definitely 

"surpasses that obtained with malaria, and the symptomatic improve. 
ment with penicillin is equal after the second year: in j 
vascular neurosyphilis the results are markedly superior serologically 
and equal clinically... .” 


Dathner’ has recently summarized his observations on 15} 
patients treated with penicillin alone. Among these were 33 
cases of general paresis and 19 cases of tabo-paresis, and they 
are considered chiefly in relation to the spinal fluid results, Jp 
two cases of general paresis the results were regarded as indefi- 
nite, but in all the others they were satisfactory in that 
the spinal fluid syndrome indicated an arrest of the. disease 
process. Dathner is more clear than some other observers that 
all that can be expected from treatment is the extermination of 
the infection, and that symptomatic improvement thereafter 
depends on the recovery of the nervous tissue—a process which 
we have as yet little power to influence.—I am, etc., 


London, W.1. J. PURDON Mart. 


REFERENCES 


1 Amer. J. Syph., 1948, 32, 28. 
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Prevention of Venereal Disease 


Sir,—There will be no quarrel with the aim of the National 
Society for the Prevention of Venereal Disease, which, in Lord 
Horder’s words (July 17, p. 171), is “ to set the people free from 
V.D.”; but there is no such general agreement as his letter 
implies, even among the experts, about the methods by which 
it is likely to be attained. Many would contest his assertion 
that in the protection of the fighting Services during the war 
“the enthusiasm of the officer-in-charge” (for preventive 
measures) was the decisive factor where such “ protection” was 
achieved. Indeed, some medical officers having pressed prophy- 
lactic measures by every means at their disposal were driven 
to the conclusion that by so doing they had not diminished but 
increased the rate of infection in their units. ‘“ Enthusiasm” 
in this context is inseparable from the assumption that promis- 
cuous sexual behaviour will be the general rule. That assump- 
tion, especially when openly avowed by the M.O., is bound to 
lower the resistance to such behaviour, among young soldiers 
in particular, and therefore leads to a higher exposure rate. 

A good deal of wartime experience indicates that the amount 
of disease prevented by the “enthusiastic” advocacy of pro- 
phylaxis was balanced (some would say was outweighed) by 
the amount of infection among those who, without the prophy- 
lactic policy and its powerful suggestion, would not have in- 
curred the risk of it. To retort that most Service men are 
promiscuous and that therefore all should be protected is pre- 
cisely to beg the question ; for even if the assertion be true 
it cannot be known how far the assumption by those in 


authority that the Service man’s promiscuity is simply a fact to 
be reckoned with and, so to say, provided for is a major cause 
of the problem. No one should be too dogmatic upon this 
point. But Lord Horder and those who think with him should 
give due weight to the results in a number of units of quite 
different assumptions about the men’s standards and’ conduct, 
and of the “ combined operations ” of C.O.s, M.O.s, and padres 
who tackled the problem in a more constructive and, I venture 
to affirm, a more enlightened way. 

Lord Horder speaks of the “violent prejudice” which the 
society has to combat. It may be that all the prejudice is not 
on one side, and that those who insist that V.D. must be viewed 
as a medical problem and no more are leaving out of account 
factors which, however imponderable, are in the end decisive. 
V.D. is not just a medical or even a social problem ; it is om 
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and effect of a human and therefore a moral problem. 
Attempts to deal with it on any narrower basis cannot hope to 


succeed.—I am, etc., 
Redhill, Surrey. 
sir,—In the Journal of July 17 (p. 171) Lord Horder writes 
on this important subject. There is no real proof that chemicals 
can prevent infection. It is probable but not certain that they 
may be effective under carefully selected experimental condi- 
tions, but in view of the known speed with which syphilis 
becomes spread from the point of implantation, and the obvious 
difficulties of use under the conditions of sexual exposure, 
their use in practice is another matter. Condoms ‘protect a 


G. L. RUSSELL. 


jimited area, and again, for reasons not difficult to deduce, they, 


are feeble defences. f ; 

In actual fact I have had extensive experience of organized 
prophylaxis in the Royal Navy, the Army, and to a less extent 
in relation to a very large civilian clinic. My considered opinion 
is that these measures are futile. As a venereologist I did not 
find they had protected my patients, nor did they appear to 
affect the volume of my work. Indeed, I am certain from 
discussions with thousands of persons of various social and 
intellectual levels that the sense of false security encouraged 
the taking of risks. Chemicals may also prevent the appear- 
ance of local lesions although the individual actually acquires 
the disease ; such persons spread infection as symptomless 
carriers and may later suffer the grave results of untreated, 
unsuspected infection. 

Even in the Services, where self-treatment was an offence and 
specialist advice was readily accessible, prophylactic materials 
were used for self-treatment ; and this is even more likely ‘in 
civil life. The degree of protection given by a limited rubber 
envelope plus chemicals is not one which I would regard as 
adequate for my hands if exposed to infective discharges in 
examining a patient. For the genitals, in the more prolonged 
and intimate contact of coitus, they are even less reliable. 

For those who nevertheless wish to experiment on themselves 
condoms are on sale, and also mercurial and silver preparations, 
and I am therefore at a loss to know what action Lord Horder 
wishes the State to take. I am certain from my own practical 
experience that those who do so experiment will in time discover 
that there is no reliable prophylaxis for venereal infections.—— 
Tam, etc., 

Todmorden, Lancs. | R. C. WEBSTER. 

S:x,—It is a matter for regret that Lord Horder has suggested 
(July 17, p. 171) that V.D. is on the increase, when the fact is that 
in England the number of cases of fresh infection reporting at 
V.D. centres is again declining. Not that the actual figures give 
cause for complacency, but the trend is in the right direction, as 
was to be expected when the effects of demobilization began to 
subside and infections from the army of occupation were more 
effectively dealt with. 

The Trevethin Committee (1922), whose report shared the 
usual fate of being entirely ignored by the Government, made 
two suggestions that might have been adopted with advantage. 
The first, quoted by Lord Horder, was that “properly and 
promptly applied disinfection . . . would almost certainly prove 
effectual,” and the National Society for the Prevention of 
Venereal Disease maintains that V.D. is on the increase (which 
it is not) because the facts of disinfection have been withheld 
from the civilian population. The second suggestion of the 
Committee was that for an experimental period in a limited 
area measures of compulsion were worth trying. : 

It may do little harm if Lord Horder and his followers pro- 
claim from the house-tops the virtues of urination after coitus, 
soap and water, pot. permang. solution, and calomel cream. 
But is this message of hope really worthy of the extravagant 
language of his letter? “A great campaign to set the people 
free... . .The scope and magnitude of this great attack depends 
upon the support we receive from the profession... .” Are 
we really to rally to the cry of “ Permanganate and calomel,” 
or are we not rather soberly and sadly to reflect that in England 
to-day V.D.-clinic officers and M.O.H.s have no legal powers to 
prevent persons known to be infected from spreading gonor- 
thoea and syphilis, or to bring under treatment the husband 
of the wife he has infected, the parents of infected children, 
and the brothers and sisters of young congenital syphilitics ? 


On balance it might not be to the disadvantage of the public 
health that the sale should be legalized of preventive materials 
with instructions for their use, although sometimes these would 
be used to treat early symptoms. But the danger arising from 
the renewed activity of the N.S.P.V.D. is that the public may be 
misled into imagining that nothing more is needed to eliminate 
V.D.—I am, etce., 


Brentwood, Essex. ROBERT FORGAN. 


Sir,—Space permits only a brief and dogmatic reply to Lord 
Horder’s letter (July 17, p. 171), but the following points merit 
consideration. 


1. The only sure preventive of V.D. is chaste living by both 
men and women outside marriage.and fidelity within marriage. 

2, Any propaganda which obscures this fact is likely to 
increase promiscuity and hence to increase the opportunity for 
the dissemination of V.D. 

3. Propaganda of the kind advocated by Lord Horder is of 
this nature. It can only interest personally those who choose 
to lead a promiscuous or illicit sexual life, but the weak and the 
unprincipled, especially among the young, will be influenced 
by it. 

4. A degree of safety through such scientific chemical 
methods is of course possible to men and women who are pre- 
pared to take immediate steps regarding self-disinfection with 
every act of illicit sexual intercourse, and to become adepts at 
“ mournful medical immorality.” Even if used with the utmost 
care, however, preventives are not 100% safe. Without such 
care they merely give a false sense of security. 

5. Persons who want knowledge of and access to such pre- 
ventives can obtain them if they make sufficient effort. There 
is no need to make the practice of immorality easy or to 
encourage the waverers. 

6. The armed Forces have for many years had easy access 
to prophylactic packets, are instructed in their use, and often 
encouraged to use them. Yet the incidence of V.D. in the 


armed Forces is always one of the greatest worries of the . 


authorities.—I am, etc., 
K. B. HaRDwWICK, 

London, S.W.1. ~ The Association for Moral and Social Hygiene. 

Sir,—I believe that the great majority of those who have had 
practical experience of the problems associated with venereal 
disease will disagree very strongly with the ideas put forward 
by Lord Horder (July 17, p. 171). The first part of his letter 
seems to imply that in some ways the Ministry of Health is to 
blame for an increase in venereal diseases in 1945. 

Now I am sure that the Ministry needs no defence from me, 


‘ but.J think that in common fairness it should be stated that at 


least the’ résults of the provisions for the diagnosis and treat- 
ment of V.D. by the Ministry in the past have been very good 
indeed, even though there is room for improvement, 


Lord Horder says that the “ alarming setback has dismayed - 


everyone.” Surely everyone who knew anything about venereal 
disease or its history expected a “setback.” Has there ever 
been a war that did not produce an increase in venereal disease ? 
The only surprise to most informed observers was that the set- 
back was delayed. 

A necessary inquiry, which has a very considerable bearing on 
the propaganda suggested by Lord Horder, is as to the reason 
for the setback. I would suggest that it arises to a not incon- 
siderable extent by the use of the very methods advocated im his 
letter. For have not the troops in Germany and elsewhere 
been given this type of education, which tells them that V.D. 
can be easily prevented, and are not these same troops very 
largely responsible for the spread of venereal disease in our 
civil population to-day, particularly to their wives? We are 
told that the V.D. incidence among the troops in Germany 
was 185 per 1,000 for 1947. What an advertisement for pro- 
phylaxis! 

Lord Horder goes on to say that a great deal of V.D. can be 
“easily prevented.” What is meant by “easily prevented ” is a 
matter of opinion, but in any case the crux of the matter lies 


‘in a later statement that “properly and promptly applied dis- 


infection . . . would almost certainly prove effectual.” Does 
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Lord Horder think for one moment that a person without any 
medical knowledge could or would apply an antiseptic “ properly 
or promptly ” ? 

In reply to the threefold policy I would say that it is not a 
scientific fact that V.D. can be easily prevented ; that to “ supply 
interested persons ” with details of preventive measures without 
proper safeguards seems to me to be the best possible method 
of promoting the spread of venereal disease and immorality ; 
and that to allow the indiscriminate advertisement and sale 
of these preventive materials must inevitably encourage 
immorality—I am, etc., 


Birmingham. E. W. ASSINDER. 


National Hearing-aid 


Sm,—A headband is as inconvenient to a man as it is to a 
woman who needs some aid for hearing, and the disadvantages 
of easily detached parts are only too evident among travellers 
and country residents, so that in Natal one commonly 
encounters deafened persons who have purchased expensive 
aids but have been forced to discard them. A short trial of an 
instrument is of little avail, for a small mechanical defect is 
likely to occur at any time unless the attachments are fool-proof, 
and devices which prove suitable close by, as in a store, are of 
little avail when seeking to discern speech at a distance. Unfor- 
tunately international trade still keeps the price-in South Africa 
to approximately £35 for one instrument in spite of favourable 
notices about most of the makes by the National Council for 
the Deaf’s widely circulated magazine.—I am, etc., 


Durban. F. GORDON CAWSTON. 


Training of Nurses 

Sir,—Dr. J. H. Weir’s letter (July 10, p. 109) confirms the 
opinion of many members of the profession that the standard 
of “‘ medical ” learning required of nurses is unnecessarily high. 
Like Dr. Weir I attempt to infuse into groups of exhausted 
young women the details of clinical medicine expected by their 
‘curriculum. 

Unlike the ward and out-patient work of the medical student, 
their daily labours, comprising practical nursing, have little in 
common wth “academic” medicine. Doctors with experience 
in general practice know that a high percentage of women who 
have had no training can provide excellent nursing after very 
little tuition. Experience during the war showed that men could 
provide the same. At a time when the nursing profession is so 
short of members it seems absurd to continue the high standard 
of the past. In the medical profession doctors are graded by 
examination and experience into general practitioners and 
specialists. I see every reason why a similar practice should be 
adopted in the nursing profession.—I am, etc., 


R. GRAVES. 


Chester. 


Administration of Medicine 

Sir,—May I, as one who had the privilege of serving with him 
in the C.M.F., be permitted to make some comments on the 
first of the two Croonian Lectures delivered by Dr. E. R. Boland 
in November, 1947, and reproduced in. an abridged form in the 
Journal of July 3 (p. 9)? Although it is indeed a. pleasure to 
read an article, lecture, or other communication by an ex- 
temporary member of the medical branch of one of our fighting 
Services which is not filled with carping and too often destruc- 
tive criticism of the Service concerned, certain points raised and 
statements made by the lecturer appear to require elucidation 
or even correction in fairness to the authorities concerned. 

Medical “ Planning.’’—In the first place one notes with relief that 
Dr. Boland avoids the all too frequent and usually unfair com- 
parison between our medical services and those of our American 
friends and allies. It is indeed true, and how often did one hear 
it said, that the Americans (to use one of their own expressions) 
“got things done”; this they certainly did and usually in a far 
shorter time than we were or had been accustomed to. But it 
should ‘be remembered that to obtain this rapid and no doubt effec- 
tive result they were most uneconomical both in man-power and 
material, this being the inevitable result of the immense resources 
of both available to them, especially in the field of “ transportation ” 
by land, sea, and air. - 


Standardization of Treatment.—Apart from the reasons in favour 
given in the lecture, it should, I think, be stressed that this was 
bound up to a great extent also with the availability or sh 
of some drugs and items of medical equipment. How often does 
one recall impassioned appeals from hospital divisional officers or 
specialists for some drug, dressing, or item of special equipment 
for use in some “ special” case or series of cases ? Frequently 
the item in question was either not available or was in short supply 
nor in point of fact was it really necessary in a standardized and 
general medical service. In no case, so far as my personal experience 
went, was there ever any but a very temporary shortage of any 
essential item, at least in the C.M.F. 

Suggested Improvements.—1. Higher Administration. Desirable 
though it may appear that the medical services should be divorced 
from control by the Adjutant-General, it should be realized that' 
such a “ revolution,” and revolution it would be, cuts right across 4 
long-established practice in respect of other administrative services 
and also that of the sister fighting services both British and Allied, 
In many ways we in the British Army were far better placed in this 
respect than those in the Royal Navy, Royal Air Force, or the 
American Army, in none of which could the medical services be said 
to hold any “executive” authority. Though it may be true, as 
Dr. Boland puts it, that “ recommendations and observations have 
to pass through intermediaries who have the power of suppressing 
or altering them,” in point of fact it was seldom if ever that any 
alteration or suppression was made, and direct access by the director, 
if not to the commander-in-chief at any rate to the chief administra- 
tive officer and/or the chief of staff, was always available. In the 
C.M.F. all heads of services attended both C.O.’s and C.A.0.’s con- 
ferences and were asked their opinions in any relevant discussion at 
such directly and not through the chief staff officer of the adjutant . 
or quartermaster-general. 

2. Professional Status and Promotion. Here again one cannot but 
agree with the lecturer in principle, but at the same time some 
of his statements are not strictly accurate. It is true that in war 
promotion to higher rank has up to now been far easier to attain 
on the “‘ administrative ” as compared with the “ professional ” side, 
No reference, however, is made in the lecture to the many profes- 
sional improvements instituted as a result of the Warren Fisher Com- 
mittee recommendations some years before the last war. Since 
the time of this committee officers of high professional attainment 
have had far more than the four senior appointments quoted by 
Dr. Boland to aim at; I need only mention officers i/c hospital 
divisions (who had in the large majority of cases been specialists 
for sorme time before the war), professors and assistant professors 
at the R.A.M. College, deputy or assistant directors of hygiene and 
pathology, O.C. school of hygiene, command consjltants, etc. 

Stores and Equipment Branch.—The following points should, I 
feel, be stressed in fairness to the small but devoted and efficient cadre 
of quartermasters who organized and administered base and other 
medical stores. (1) Supply. This was largely, as indeed it had been 


before the war, under “ civilian” control, at any rate at the source. ~ 


Shortages were world-wide in certain commodities, especially those 
obtained from Eastern sources, and although large reserves had been 
built up in peacetime these could not be expected to compare with 
those of the Americans with their greater resources and shorter 
“carry.” (2) Distribution. From home to overseas bases immense 
difficulties did occur, largely if not wholly due to shortage of shipping 
space or enemy action, but from bases to forward areas, at any rate 
in the C.M.F., distribution never failed, and forward shortages, if 
they ever occurred, were rare (subject to my comments under 
“ Standardization ’’). (3) Accounting. The method finally evolved 
in the C.M.F. could hardly be described as “‘ archaic,’ and it was 
certainly not “ lacking in system.” As far as base depots were con- 
cerned it should be realized that estimates had to be calculated six 
months or more in advance in overseas theatres owing to the long 
“ carries,” and that the “ turn-over” was enormous owing partly 
to the practically unrestricted use of drugs and dressings and also, 
to the necessity of avoiding deterioration in many commodities. That 
the system was efficient is I think proved by the fact that the C.MF. 
Base Depot, containing at the time some 4,000 tons of stores of a 
value of over £1,500,000, was eventually closed down and the con- 
tents disposed of with infinitesimal losses and without the prolonged 
courts of inquiry necessitated in the case of some other administrative 
services. 


—I am, etc., 
Pulborough, Sussex. 


The Homosexual in the Courts 


Sir,—While Dr. Eric Coplans’ letter (July 3, p. 53) is certainly 
timely, it seems only fair to impute to legal and public opinion 
the primary responsibility for the retention of our archaic British 
laws on homosexuality, and to absolve from blame in this 
respect psychiatrists and sociologists who have for many years 
fought to overcome the “ conspiracy of silence ” and ignorance. 


G. P. Kipp. 
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‘ever since the latter part of the nineteenth century 
eminent medical men, seeking to shed the light of science on 
itanical obscurantism, have clearly advocated a more rational 
attitude on the part of the law and society. Krafft-Ebing* stated 
that the punishment of homosexuality per se “ does not deter 
from crime and has no corrective influence, for pathological 
manifestations are not removed by penal remedies. Decidedly 
it is not an atonement for a criminal act which can only under 
certain and mostly false presumptions be considered as criminal, 
and thus may lead to acts of gross injustice.” The writings of 
Havelock Ellis,” Raffalovich,’ Moll,“ Stekel,’ and above all 


Hirschfeld’s* detailed and forthright discussion of the whole © 


question, must also be mentioned. Clifford Allen’ has ably criti- 
cized the still prevalent legal misconception that sexual perver- 
sion is “ the result of wicked impulses, capable of being checked 
by advice and resolution.” 

A clear and constructive sociological analysis of this problem has 
recently been made by H. Mannheim,‘ who states that the fact that 
the invert’s sexual activities, “‘ which he is often unable to regard 
as abnormal, are treated as serious crimes by the law is likely to 
make him profoundly anti-social and produce the mentality of an 
outlaw.”” Alexander and Staub’ concluded that the solution of the 
problem ‘“‘is not the punishment of the adult, but the proper 
management of the child. . . . The revengeful attitude of society 
towards the victims of its own mistakes is cruel, useless, and pur- 

less.”’ Ruth Benedict’® has well stated the effect on the homo- 
sexual of social and legal condemnation: “ His guilt, his sense of 
inadequacy, -his failures, are consequences of the disrepute which 
social tradition visits upon him, and few people can achieve a satis- 
factory life unsupported by the standards of their society. The 
adjustments that society demands of them would strain any man’s 
vitality, and the consequences of this conflict we identify with their 
homosexuality.” 

It must be stressed that oustenpenen English law on this ques- 
tion, as embodied in the Offences against the Person Act, 1861, and 
the Criminal Law Amendment Act, 1885, is derived from Exodus 
xxii. 19 and Leviticus xviii. 22-30 and xx. 13-16. There is no reference 
to female homosexuality in either. These Old Testament laws may 
or may not have conformed to the ethical and social needs of the 
Judaean kingdom about 625 B.c., but they can have little place in 
our western civilization of the twentieth century a.p. Discussing 
the evolution of the attitude of Christianity to homosexuality, 
Westermarck"™ says: 

“To be called wrong an act must . . be productive of other 
harm than the mere aversion it causes, provided that the agent has 
not in an indecent manner shocked any one’s feelings. Any moral 
condemnation of homosexual practices (nobody can, of course, be 
blamed on account of his abnormal desire) must be founded on an 
opinion of their hurtfulness, individual or public, whatever they may 
be. But thoughtful people will be on their guard against the common 
tendency to seek a rational justification for judgments springing 
merely from sentimental dislikes.” 


The very least that could be hoped for, then, would be the 
modification of English law on homosexual offences to bring it 
more into line with that on heterosexual offences, as is the case 
in the French Code Pénal (art. 330 ff.), and the rational treat- 
ment of those who have committed anti-social sexual acts. 
For the words of Isaac Ray” on the legal concepts of insanity, 
are, in this instance also, as true to-day as they were over a 
century ago : 

“It is to be feared that the principles laid down on this subject 
by legal authorities have received too much of that reverence which 
is naturally felt for the opinions . . . of our ancestors; and that 
innovations have been too much regarded, rather as the offspring of 
new-fangled theories, than of the steady advancement of medical 
science. . . . The ministers of the law seem to have forgotten that 
... the real dignity and respectability of their profession is better 
upheld by . . . thankfully receiving the truth from whatever quarter 
it may come, than by turning away with blind obstinacy from every- 
thing that conflicts with long-established maxims and decisions.” 


—I am, etc., 
London, S.W.3. R. H. AHRENFELDT. 
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Obituary 


G. W. GOODHART, M.D., F.R.C.P. 


Dr. G. W. Goodhart died at his home in London on July 16, 
after an illness from which he had suffered many attacks during 
the last five years ; his courage in this time was an inspiration 
to all who knew him. He had almost reached his 66th birthday, 
and he retired only last year from his post as pathologist of 
the group laboratory at St. Mary Abbots Hospital in the London 
County Council’s Public Health Department. 

Gordon Wilkinson Goodhart was the younger son of Sir 
James Goodhart, Bart., of Guy’s Hospital. He was educated 
at Westminster School, Trinity College, Cambridge, and Guy's 
Hospital, and graduated M.B. in 1908. At his teaching hospital 
he became house-physician, Gull research student, Douglas 
demonstrator in pathology, and senior assistant bacteriologist. | 
Subsequently he worked in Germany, in Aschoff’s department 
at Freiburg and in Berlin. His next principal appointment was 
that of clinical pathologist at University College Hospital. 
During the war of 1914-18 Dr. Goodhart was in France with 
the R.A.M.C., acting as pathologist to the 2nd London General 
Hospital. After the war he resumed his work at University 
College Hospital and over the next thirteen years developed 
his considerable and very individual talents as a clinical 
pathologist. -During this time he gave his assistance to 
physicians and surgeons, taught students and junior colleagues, 


.and did research work with Charles Bolton and Price-Jones. 


In 1931 Dr. Goodhart was appointed’one of the pathologists 
in the hospital services of the London County Council, first 
at Archway Hospital and after 1933 at St. Mary Abbots 
Hospital, Kensington. He gave skilled service to patients and 
colleagues in a way that placed medical work in its proper 
perspective among the duties and satisfactions of human 
fellowship. His work in different committees was most helpful, 
because by his good judgment he convinced others. It was — 
typical of him that an address which he once gave on the 
significance of leucocytosis was the result of years of ex-. 
perience and gave a surprisingly illuminating view of a well- 
worn subject. He was president at different times of the Asso- 
ciation of Clinical Pathologists, of the Medical Society of 
London, and of the Section of Pathology of the Royal Society 
of Medicine. He married, in 1914, Alice Stransham La Touche, 
and they had two daughters and a son. ! 


Dr. Janet Vaughan writes: England has produced not a few 
physicians, surgeons and pathologists of international repute in 
the last thirty years. Gordon Goodhart who died in London 
last week was probably not known outside this ¢ountry, and 
yet he made possibly as great a contribution to English medicine 
in those years as his better-known contemporaries. He carried 
out at one time a considerable amount of original work, 
particularly in association with Charles Bolton on problems of 
gastric secretion, but his greatness lay in his power of synthesiz- 
ing the science of the laboratory with the art of the physician 
—a synthesis which he achieved quite unconsciously. By his 
own example he taught a long succession of students at Univer- 


sity College Hospital and many colleagues in the medical ser- 


vice of the London County Council that work in the laboratory 
cannot be divorced from work at the bedside. What he saw 
down the microscope, in the test tube, or in the post-mortem 
room only became real to him in relation to the individual sick 
man, woman, or child, whom he had always to see with his own 
eyes—it was not enough to hear a case report. It is easy to 
say that Gordon Goodhart was one of the first men in this 
country to teach and practise clinical pathology as we know it 
to-day. It is true, but it does not give the full measure of his 
quality, which was compounded not only of knowledge but 
also of wisdom and experience and of judgment, perhaps in- 
herited in part from, his father. Gordon Goodhart was indeed 
a beloved physician. He was also the most trusted friend, 
unfailing in his help and understanding of personal problems. 
During the years of the war he was often ill, but he carried on, 
his hospital literally blitzed to rubble round him, with a gay 
courage that will never be forgotten by those of us who were 
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lucky enough to work in the same part of London and inevit- 
ably turned to him for help in elucidating the new problems 
that war brought to medicine and to individuals. Many men 
and women to-day would say that Gordon Goodhart taught 
them what has really mattered in their medicine. They would 
also like to say how much they loved him. 


Dr. Joan Taylor writes: Clinical pathologists throughout the 
United Kingdom will mourn the death of Dr. G. W. Goodhart. 
Clinicians and students alike were always welcomed to his 
laboratory with a courtliness rarely encountered in these 
modern times. His mellow voice, ready smile, and kindliness 
made many of us seek him out whenever possible, as we knew 
that apart from his friendly advice we should not go away 
without some addition to our knowledge of pathology. He 
was at his best when discussing a problem in the wards, giving 
details of laboratory investigations and correlating these with 
the clinical findings. Such discussions frequently merged into 


reminiscences of similar or related conditions which he had ' 


‘ encountered ; these were most amusing and of the utmost 
educational value. I well remember him colla¥orating with the 
late Dr. Charles Bolton on changes in the test-meal found in 
various intestinal conditions. These two white-haired benevo- 
lent gentlemen would retire to the laboratory, where they would 
get through much experimental work and in addition discuss 
the life and progress of the hospital in all its detail. Those of 
us who had the advantage of being his assistants know that 
our fundamental outlook and attraction towards clinical 
pathology were engendered by him. He was beloved by all 
who knew him and was the outstanding example of the fact 
that the good clinical pathologist is not only a laboratory 
worker but a physician with a profound knowledge of the art 
of his subject. 

Dr. J. E. McCartney writes: On behalf of the group 
pathologists of the London County Council Pathological Ser- 
vice I should like to pay tribute to our great friend and 
colleague the late Dr. Gordon W. Goodhart. He came to the 
service at its inception in 1931, and his mature experience and 
wise counsel assisted greatly in its rapid development. He was 
appointed first to the Group Laboratory at the Archway 
Hospital, and when he had organized this he then developed 
‘the laboratory at St. Mary Abbots Hospital. Goodhart was 
much liked and respected by all his colleagues and staff, and 
his help and advice, particularly in haematology, were ever 
forthcoming. His absence through illness was a great loss to 
us, and his death now robs us of one whom we held in affection 


and esteem. 


SIR HENRY SYMONS, K.B.E., C.S.I. 


Major-General Sir Thomas Henry Symons died on Jyly 3 at 
Church Crookham, Hampshire, following an accident. He 
was 76 and had been Director-General of the Indian Medical 
Service for the four years preceding his retirement in 1930. 

* Thomas Henry Symons was born at Falmouth in 1872. He 
was a student at Charing Cross Hospital and qualified in 1894. 
After acting as house-physician and resident obstetric officer 
at Charing Cross Hospital he successfully competed for the 
I.M.S. in 1896. He had five years on the military side before 
being posted to Madras in charge of the general hospital there. 
Later he was a district civil surgeon. until the outbreak of the 
first world war, when he was given command of the hospital 
ship Madras. In 1923 he was appointed surgeon-general to 
the Madras Government, an appointment which he held for 
three years. Then in 1926, when Sir Charles MacWatt retired, 
he succeeded him as Director-General of the I.M.S. and con- 
tinued in that capacity until his own retirement in 1930. 
Sir Henry Symons was president of the South Indian and 
Madras Branch of the British Medical Association from 
1923-6, and in the following year he presided over the Con- 
gress of the Far Eastern Association of Tropical Medicine. 
He was created K.B.E. in 1929. 

P. H. writes: During the past few weeks we have lost some of 
the veterans of the Indian Medical Service, “ Jullundur ” Smith, 
John Lunham,.“P. P.” Kilkelly, and “T. H.” Symons were 
well known throughout India. But how many of their fellow- 


countrymen at home noted their passing? The late General 
Sir Ian Hamilton has told us in one of his best books that the 


British people dislike versatility. All these four men were 
surgeons ; Smith and Kilkelly ophthalmic surgeons, Lunham 
and Symons general surgeons. But the claims of Kilkelly 
Lunham, and Symons to niches in the temple of fame do 
not rest upon surgical skill. They will be remembered rather 
as Kilkelly the dashing cavalryman, Lunham the polo player 
and Symons the master of hounds. The Indian Medica] Ser. 
vice has provided mary masters for Indian packs of hounds, 
and, shall we say, primus inter pares, General Sir Henry Symons, 
Director-General of the Service, master of the Madras and 
Delhi hounds, and well known in the Ooty country, where he 
rode many winners of point-to-point races. The Indian Medica] 
Service, like the Bengal Lancer, has gone with the wind. But 
those of us who had the honour to belong to that grand corps 
“may perhaps be forgiven for casting a wistful glance back to 
those days of colour and panache when Irvine and Symons 
hunted hounds and showed us such sport. 


ALEXANDER BALDIE, M.B., D.P.M. 


Dr. Alexander Baldie died at St. Lawrence, Isle of Wight, on 
June 23 at the age of 62. He was born in Cape Colony, South 
Africa, but received his medical education at Edinburgh and 
the London Hospital, qualifying M.B., B.Ch. in 1912. Through- 
out the first world war he served in the R.A.M.C., and in 1917 
was awarded the French Médaille d’Assistance Publique. He 
next held the appointment of D.C.M.S. under the Ministry of 
Pensions in Southern Ireland during the very “ troubled ” period 
1920-3. It.was shortly after his return to England that he 
became deeply interested in psychological \medicine and par- 
ticularly psychotherapy and the problems of delinquency. He 
was one of the first honorary psychotherapists to be appointed. 
to the West End Hospital for Nervous Diseases, and he qon- 
tinued his association with that hospital, where his admirable 
work was always greatly appreciated, for the rest of his career, 
He also took the diploma of psychological medicine in 1934 
and became a member of the staff of the Institute for the 
Scientific Treatment of Delinquency. 

Dr. Baldie’s outstanding and most valuable work, however, 
was performed during the long period that he acted as surgeon 
to the important C, D, and E divisions of the Metropolitan 
police area. These divisions include the West End of London 
and contain the well-known stations of Bow Street and Vine 
Street. Of Dr. Baldie it may be truly said that he was a 
pioneer in introducing the psychological aspect of delinquency 
to magistrates’ courts and pointing out that in many instanées 
the offence was the result of psychological abnormality rather 
than of deliberate criminal intent. Dr. Baldie was thus instru- 
mental in changing the attitude of many judicial authorities, and 
in numerous cases he was able to secure that young offenders 
were sent to appropriate schools and that adult delinquents 
were referred for suitable treatment. Further, on account of his 
scrupulous fairness and sound judgment he enjoyed the con- 
fidence of the judges and magistrates before whom he gave 
evidence. By the police force he was held in the highest 
esteem and his opinions were invariably accepted. The work of 
such an important police area, however, was very arduous 
and exacting. Dr. Baldie was not the man to spare himself, 
and there is no doubt that overwork contributed to his final 
illness. He developed hyperpiesis, and early in 1944 had his 
first attack_of cerebral thrombosis. Nevertheless, as soon as he 
had recovered from the more disabling effects of the malady he 
insisted on resuming much of his work, until a second attack in 
1945 compelled him to retire. 

Dr. Baldie was always a keen member of the British Medical 
Association, and was chairman of the Kensington Division in 
1936 and the Marylebone Division in 1943-4. He also served 
on the Dominions Committee for four years. Of quiet and 
unassuming personality, he was an indefatigable worker and a 


‘staunch friend. Although he made some valuable contributions 


to medical literature, particularly on the diagnosis of intoxica- 
tion with alcohol and drugs and on “ alcohol and the motorist,” 
it is to be regretted that his exacting and practical duties pre- 
vented his writing more extensively on his unique experience 
in medico-legal matters’ and the psychological problems of 
delinquency. Dr. Baldie’s remains were cremated and the 
ashes scattered over the sea facing his charming house at 
St. Lawrence.—E. W.-D. 


Keith I 
of Aust 


W. P. 

Loughn: 

friends. 

and cor 

writer Ci 

professi« 
was apf 
Hospital 
was seet 
could re 
of what 

tion, Lor 
had bee: 
agreeabl. 
staff he | 
observe. 

was kine 
always t 
scope for 
scopic a 
had beer 
in those | 
cottages 
away to 
with the 
revere hi 
Mrs. Lot 


Dr. PE 
Dr. C. k 
after a v 
James La 


educated 


ing in if 
ral 
superinte 
assistant 
Dr. Edwi 
capacity, 
Newsharr 
he retires 
Liverpool 
Dr. Edwz 
ciation si 
Liverpool 
tive at th 


sydney 
to the | 
rated 
logist 
formall 
rendere 
int 
appoi 
importa 
7 of the | 
+ hydatid 
complet 
ty 

| 


/ 


jury 31, 1948 


OBITUARY 


Britisu 
MEDICAL JOURNAL 


273 


D. A. WELSH, M.D., F.R.C.P.Ed. 


Dr. D. A. Welsh, a graduate of Edinburgh University who 
became Emeritus Professor of Pathology at the University of 
sydney, died on May 13 at Wahroonga, Australia, at the age of 


eid Arthur Welsh was born in Forfarshire, Scotland. He 
duated M.B., C.M. with first-class honours in 1893, proceeded 
M.D. four years later, and was elected F.R.C.P.Ed. in 1911. 
He was lecturer in pathological bacteriology and senior assistant 
to the professor of pathology at Edinburgh University for some 
_ Then in 1902 he went to Sydney to take up the newly 
created chair in pathology there. He acted as honorary patho- 
Jogist to the Royal Prince Alfred Hospital until 1925 and as 
honorary consultant pathologist until 1936. When a radium 
clinic was opened in Sydney in 1928 Professor Welsh, with a 
number of collaborators, including his son, Dr. Arthur Welsh, 
began a study of the radio-sensitivity and radio-resistance of 
cancer cells which was to continue for the rest of his profes- 
sional life. In 1935 the Senate of the University of Sydney 
formally recorded its appreciation of the services he had 
rendered to the University over the previous thirty years and 
appointed him Professor Emeritus. 

Professor Welsh wrote his M.D. thesis on the parathyroid 
glands, and from that time onwards he contributed a number of 
important papers to the literature on this subject and on diseases 
of the blood. He also did valuable work on snake poisoning, 
hydatid disease, tuberculosis, and, particularly in the last ten 
years of his tenure of the chair of pathology, on cancer. A 
complete bibliography and a very full appreciation by Professor 
Keith Inglis appear in the July 3 issue of the Medical Journal 
of Australia. 

F. McG. LOUGHNANE, F.R.C.S. 


W. P. G. writes : The death of Mr. Farquhar McGillivray 
Loughnane (July 24, p. 229) has come as a sad blow to his many 
friends. Concerning his outstanding professional achievements 
and contributions others are better fitted to speak, but the 
writer can look back on a long period of pleasant and fruitful 
professional association which commenced in 1933, when he 
was appointed as consultant urologist to the Bethnal Green 
Hospital. As a cystoscopist and intravesical instrumentalist he 
was seen at his best; the speed and precision with which he 
could remove a prostate with the resectoscope was a revelation 
of what could be done in this direction. Of a reserved disposi- 
tion, Loughnane was not easily known, but once his confidence 
had been gained he proved to be a delightful friend and most 
agreeable colleague. To patients and members of the nursing 
staff he extended an old-world courtesy which was pleasant to 
observe. Remembering perhaps his own early struggles, he 
was kindness itself to junior members of the staff. It was 
always the junior member of the team who passed the cysto- 
scope for him, and he went to great pains to demonstrate cysto- 
scopic appearances to junior nurses. In his young days he 
had been a keen golfer, but towards the end he got caught up 
in those most enthralling of hobbies—restoration of old country 
cottages and gardening. He liked in his spare moments to steal 
away to his home on the Kentish coast and there to mingle 
with the country folk and fishermen. We who knew him well 
revere his memory, and our deepest sympathy is extended to 


Mrs. Loughnane. 


Dr. Percy Epwarps died at the home of his younger son, 
Dr. C. K. D. Edwards, in Ainsdale, Southport, on June 14. 
after a very brief illness, at the age of 84. He was the son of 
James Latchford Edwards and was born in Rochester. He w2s 


' educated at Mill Hill and University College, London, qualifv- 


ing in 1886. After a period as house-surgeon at the Western 
General Dispensary in London he was appointed medical 
superintendent at Sheffield Fever Hospital and later resident 
assistant medical officer at Monsall Fever Hospital, Manchester. 
Dr. Edwards made several trips to America and Africa in the 
capacity. of ship surgeon before he began general practice in 


Newsham Park, Liverpool, in 1894. He remained there until- 


he retired in 1937. He was honorary medical officer to the 
Liverpool Seamen’s Orphanage for more than thirty years. 
Dr. Edwards had been a member of the British Medical Asso- 
ciation since 1888, and served as honorary secretary of the 
Liverpool Division from 1915 to 1921. He was a representa- 


tive at the Annual Representative Meeting held at Portsmouth 


in 1923, and was elected chairman of the Liverpool Division 
for 1923-4. During the 1914-18 war he served on the Central 
Medical War Committee in London and for his services was 
awarded the O.B.E. Since boyhood he had been keenly inter- 
ested in entomology, and he possessed a particularly fine col- 
lection of British moths and butterflies, all of which had been 
collected, or bred, by himself. This collection he eventually 
presented to the Liverpool Museum. He married in 1893 
Eleanor Blanche, the younger daughter of Henry Smith, of 
Dartmouth, who predeceased him. He leaves two sons— 
Dr. F. H. Edwards, of Shrewsbury, and Dr. C. K. D. Edwards, 
of Ainsdale, Southport. 


~ Mr. Hugh Reid writes: Dr. Percy Edwards was a: man who 
never failed his patients, however arduous the task before him. 
In those much more difficult days of medigal practice before . 
the’ first world war, when the facilities of hospital and labora- 
tory organization were relatively primitive, he could tackle 
with confident efficiency whatever emergencies came his way. 
Neither obstetrical alarms nor industrial accidents nor the com- 


- plicated problems of medical practice dismayed him, for he 


had studied and worked and prepared for them. His relations 
with his medical colleagues approached the ideal, for he 
expected the best from them. Whether in the many com- 
mittees of the B.M.A., where he devoted so much of his time 
and skill, or in the more direct contact with his fellow practi- 
tioners, his sage counsel was unstinting'y given. His more 
intimate friends remember especially his profound knowledge 
of English history, his fascinating collection of entomological 
specimens, and his justifiable pride in the two sons whom he 
leaves to carry on the ideals and the traditions of which he 
was the true example. 


Dr. ALBERT JONES, who had been medical officer of health 


‘and school medical officer for Widnes for the past thirty-five 


years. died suddenly at his home on June 17 at the age of 62. 
Dr. Jones was born in Liverpool and educated at Wallasey 
Grammar School and Liverpool University, where he gradu- 
ated M.B., Ch.B. in 1902. He took the D.P.H. two years later, 
and proceeded M.D. in 1913. Dr. Jones was in practice in 
Ormskirk for about two yéars, and was then on the staff of 
the Lancashire County Council before being appointed as the 
first full-time medical officer of health and school medical 
officer for Widnes. He did a great deal of valuable work in the 
town in connexion with maternity and child welfare. Dr. Jones 
joined the R.A.M.C. early in 1915 and quickly rose to the rank 
of lieutenant-colonel with command of a field ambulance. He 
was awarded the M.C. in 1917 and the D.S.O. in 1918. Towards 
the end of his service he was D.A.D.M.S. of a division in 
France. Dr. Jones was an Officer Brother of the Order of 
St. John of Jerusalem, and during the recent war, in addition 
to his ordinary duties, he was largely responsible for creating 
the A.R.P. services in his area. Dr. Jones leaves a widow and 
four sons, three of whom are doctors. 


Dr. CHARLES WILLIAM WINDsoR died in a nursing-home at 
Royston on June 22 at the age of 77. Dr. Windsor was edu- 
cated at Magdalene School, Brackley, at Cambridge, and at | 
St. Thomas’s Hospital. He graduated M.B.,’B.Ch. in 1894 and 
proceeded M.D. three years later. Early in 1898 he joined the 
partnership of Balding and Archer in Royston, and there he 
continued in general prac‘ice until 1941. During the 1914-18 
war Dr. Windsor served with the R.A.M.C., and was with 
No. 55 General Hospital in France until 1919. He was a 
member of the Royston Urban District Council for over twelve 
years and was at one time chairman of the council. He was 


-also a justice of the peace for the county and a well-known 


churchman. Dr. Windsor had been an invalid since his retire- 
ment, and the sympathy of all who knew him will be extended 
to his widow and two sons, one of whom is in practice at 
Walton-on-Thames. 


The Services 


Wing Commander (acting Group Captain) C. A. Rumball, O.B.E., 
R.A.F., has been appointed Honorary Physician to the King. 

Air Commodore E. D. D. Dickson, C.B.E., R.A.F., has been 
appointed Honorary Surgeon to the King. : 

Major-General W. E. Tyndall, C.B., C.B.E., M.C., late R.A.M.C., 
has been’ appointed Honorary Surgeon to the King, and Major- 
General J. J. Magner, C.B., M.C:, and Brigadier H. T. Findlay, 


‘late R.A.M.C., have been appointed Honorary Physicians to the 


King, in succession to Major-Generals E. A. Sutton, C.B., C.B.E., 
M.C., and Sir Treffry O. Thompson, K.C.S.I.. C.B., C.B.E., and 
Lieutenant-General Sir Alexander Hood, G.B.E., K.C.B., K.H-P., 

late R.A.M.C., retired, respectively. ‘ 
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Universities and Colleges 


UNIVERSITY OF OXFORD 
D. S. Hayton-Williams, M.R.C.S., L.R.C.P., L.D.S., has been 
approved at the examination for the degree of B.A., with honours 
in jurisprudence. 


UNIVERSITY OF ST. ANDREWS 

Robert Brockie Hunter, M.B.E., M.B., Ch.B., M.R.C.P.Ed., has 
been appointed to the Chair of Materia Medica in the University in 
succession to Professor F. J. Charteris, M.D. 

The following candidates have been approved at the examinations 

M.D.—"A. D. MacPherson, *W. L. M. Perry, W. M. Shearer. 

M.B., K. Stewart, Carrie, 3J. A. Clark, Marjorie Crumpton 
2J. C. Davidson, 3G. F. B. Edmondson-Jones, *H. Fraser, °W. A. Hogg. 


3J. H. Renwick, SW. F. K. Anderson, J. A. Black (in 


Got . Gyle, F llis R. P. W. Kup, 
T. M.R. Lee, N. Levinson, Margaret S. Lewis, D. . Macdonald, R. 5S. McKelvey, 
C. A. Moodie, D. S. Munro, D. C. Murdoch, Edith M. Nairn, Me; = Pratt, 
Joan A. Robertson, Catherine E. E. Sharp, bor E Shelswell, L. Stead, 


honours. 2 With distinction. % With commendation. 


UNIVERSITY OF GLASGOW 


The following medical degrees were conferred in June and July: 


McE. Lamont (in Fowler, J. A. C. ~ Leishman, 
C. E. B. Lynch, ow M. Neville, J. A. O’Connor, J. M. Rosi 

Cu.B.—D. C. Aird, G. he Allan, J. B. Allan, J. M. . S. 
Andrew,.R. Bain, Agnes R. sues. 3 Baird, G. D. Ballantyne, wok: Bell, 
Verne A. Bennett, J. Bingham, J F. Boyd, Doris J. H. Brechin, M. Brown,: 
J. H. I. Bruce, A. Bryce, J. R. Bryson, A. Buchanan, G. L ‘Eameron, D. 
Campbell, A .M. Chalmers, Martha A. A R tise Jeanne M. Clarke, E. N. 
Coleman, Marion R. C. Cornock, P. M. Crawford, R. J. Cruickshank, D. P. Daly, 
J. Dickson, J. sanaeey, 5. L. Duncan, J. Dunn, IL. D. Ferguson, T. B. Ferguson, 
F. Fischbacher, A. M. a T. Gardner, Jean en a A. 
Gibson, I. Gilfillan, O. C. L. Gloster, W. F. Gordon, C. P. D. Grant, R. N. 
Greenhalgh, Erika P. Grossfeld, M. Hamilton, [R. W. Harrington, J. 
Hiddleston, C. Hodes, J. F. Kay, T. Kempton, M. Kennedy, G. M. Kerr, P. McC. 
oi Lilias H. Liston, Edith B. Loudon, C. M. Macaulay, I. G. W. McDonald, 
LR Macdonald, J. A. McFadzean, J. P. R. MacFarlane, H. C. McGilp, G. S, 
McGrego r-Robertson, S. S. Macilwain, G. K. K. McKay, Anne E. C. Mac “innon, 
Janet Mackintosh, Christina I. Maclean, Sheona D. eee W. McRoberts. 
R. D. Mairs, W. s. a W. W. Marshall, R. H. Mavor, A. W. 
Morrison, E. D. Morton, J. Mairi C. Nicolson, H. Nisbet, 
W. Norris, J. L. Patterson, PB ak Rhona A. Reid, J. Ritchie, J. M. 
Robertson, Ellen M. A. Russell, Hazel E. A . Saunders, Hope B. T. Scott, W. G. 
Semple, I. C. Seymour, Hazel McC, Short, J.B. Sloan, A. N. Smith, A. I. Smith, 
Anne F. Smith, G. D. Smith, W. Sniper, F. Stewart, A. E. Stuart, P. Sullivan, 
H. I. Tankel, A. C. S. Taylor, y % Tear, J. S. Termie, H. Thom son, I. B. 
Thomson, W. M. S. Thomson, R. N. By te I. M. Todd, Janet F. Walker, 
Jean L. Walker, A. D. Wallace, P. N. Waugh, D. H. Wilson, D. L. Wilson, 
W. M. Wilson, Jean-Margaret H. Wotherspoon. 


The following diplomas were awarded on July 1: 


D.P.H.—A. S. Brodie, Betsy Brown, H. B. Brown, L. G. Bruce, W. Cormack, 
A. P. Curran, G. G. Lindsay, J. M. McEwan, Margaret W. ‘Mac egor, J. 
Maclachlan, I. Macleod, A. N. MacPhail, G. A. Mills, May B. Paterson, J. S. McK. 
Pollock, I. M. Richardson, E. M. Sewell, J. Smith, J. Thompson, R. T. B. Watson, 
Margaret L. Williamson. 


UNIVERSITY OF DUBLIN 5 
ScHOOL OF Puysic, TRINITY COLLEGE 
The following candidates have been approved at the examinations 
sindicated : 


M.D.—D. H. A. Irwin, B.-Kernoff, Ethna M. MacCarthy, R. Resnekov. 
M.B., B.Cu., B.A.O.—Elizabeth E.’ Bird, Black, G. W. Brown, N. P. 
Browne, Maureen A. Byrne, J. A. Camp bell, J. E. F. Coolican, C. J. Davis, 


Hanbidge, J. A. R. Hanna, Hetty Hol, NE B. Hool, D.T. oa Anna E. Johnston, 
P. A. Johnston, A. Karra: Margaret K. B B. J. Kritzinger, 
Edith E. Kyle, D. V. Lane, Mariel. M . Madden, M. J. P. 
O’Brien, M. S. Grady, Dorothy C. Oswald, N.M McN. Parkes P. K. Storah, 
Blanche Weekes, A. M. Wiley. 

LICENCE IN MEDICINE, SURGERY AND OsSTETRIC ScrENCE.—H. G. Alton 

DIPLOMA IN wh Osstetrics.—G. P. Balouny, A. S. Choudhuri, 
M. Ghannam, S. Haydari, A. J. B. Paes. 


UNIVERSITY OF LONDON - 


The Governing Body of the British Postgraduate Medical Federa- 
tion, on behalf of the University of London, has made the following 
appointments of Regional Advisers in Postgraduate Medical Educa- 
tion for the London Metropolitan Hospital Regions: D. F. Ellison 
Nash, F.R.C.S. (North-East) ; H. G. McGregor, M.D., M.R.C.P. 
(South-East) ; P. H. Mitchiner, C.B., C.B.E., M.D., M.S., F.R.C.S. 
(South-West). No appointment has yet been made for the 
North-West Metropolitan Region. 


UNIVERSITY OF MANCHESTER 
The following candidates have been approved at the examination 
indicated : 
IN PsyCHOLOGICAL Mepbicine.—Part IJ: C. L. Casimir, 
Chamarette, A. Clark, N. A. Dick Lennon, 
_ M. M. Macrae, W W. V. Wadsworth. 


UNIVERSITY OF EDINBURGH 


At a Graduation Ceremonial held on July 14 the following Medical 
degrees were conferred: 


M.D.—!2A. H. Banton, 1Agnes £ Pat E. Christianson, A. Craw 
12J. C. Gilroy, 21. G. MacKenzie, D. J. MacRae, M. Sim, A. D.C 
aly ihe of Med Cho 
'4.D.—In the Faculty icine: N. K. wdhury, 
4.B.—D. ¥ aim, Alison M. S. Bell, J. D. Bell, Jean 
G. R. Brackenridge, N. M. Bremner, A. A. Brown, Patricia M. MacB. Brown, 
Constance Bruce, J. G. Bulman, Helen L. Burns, Anne Cairns, W. C. Campeg 
A. B. Carmichael, Kathleen M. Carmichael, A. B. Cassie, Maureen D. Connolly, 
Charlotte W. Cordin, J. K. Davidson, L. A. G. Davidson, 5 HM 
Davie (with penours) W. Davison, D. A. L. Dick, S. M. Drancz, J Drummond, 
R. B. Duthie, Bridget A. Evans, Mary C. Ewing, v4 @. W. F 
Sir Fraser, D. L. Gardner, W. A. Gentle, A. H. C. Gieben 
Gillies, J. F. D. Graham, G. A. Gray, J. D. Haldane, J. Hi 
J. W. Harkess, C. P Hay, G. W. Hickish, Joan’ S. Hiscock, Fiona ; “Holde, 
Jean C. Horwill, J. F. Wate. Elizabeth M. es (née Scott), R. H. B. Jo! 
T. F. a J. Keenan, Jean > >. Kendall, G. Kennedy, A. W. S. Kerr, DA 
Lamont, N. Laurie Smith, J. A. R. Lenman, S. J. A. Luckas, J. Lu on, J.L. J 
Lumey, E. L Lunn, Anne P. McCaul, Janet N. McCulloch, Le 
Blanche Maclver, Mackay, H. MacLean, T. W. McWhirter Lorna D. 
Malloch, J. H. Marks, E. J. Mejsels, M. W. Mills, A. 
L A. Morrison, Irene R. B. Muir, G. F. Murnaghan, J MacM. M 
Marjorie K. Murray, Isabella R. Napier, — M. H. Saat Elizabeth ¢ 
Nelson, T. B. M. Norman, I. M. Ogilvie, J. Oliver, R. B . Ottley, Dorothy M. 
Pargeter, Lorraine M. Paterson, 4‘! 5. C. Peden, Lillias E. Penman, Ruth Porte, 
J. L. Potter, R. P. Powell, J. K. . Geasten, H. A. J. Reay, J. L. Rennie, J 
Richmond, J. A. Riedel, D. H. H. Robertson, f. ko sihutien yy Rowlands, 
ee Russell, A. A. McC. Ruxton, Joycelyn H. W. Sandison, D ‘ B. Scott, om 
Sikkel, F. F. Silk, Esme J. Simpson, Beryl E. Sinclair, Evelyn A.C 
(with honours), J. B. Smith, Margaret C. Smith, Elizabeth L. T. Stoddart, J 
son, I. atson, ean ie, Man Hi 
Blizabeth J. A: Yoo. 
B. Wilson, M.B., Ch.B., has been admitted to second-class honours jn 
after graduation. 


The following diplomas were awarded : 


D.P.H.—W. J. Bell, J. D. Crombie, J. A. Eadie, 1W. Edgar, H. J. 
G. Graham-Cumming, Minnie K. Herring, 1D. J. M. Mackenzie, H. B. 
1G. Masterton, G. O. Mayne, H. C. Milligan, 1£. H. Murcott, S. M. Musgrave, 
1K. Prabhakar, S. N *. © Stobie, 1Agnes Cc Storrat, W. F. J. M. Thom, J. E. 
Tinne, Elizabeth W. 

D.T.M. AND H.—P. Mathur, 1Jean A. ee, 1G. P. Stilley, T. B. M. 
Sloan, E. Evans-Anfom, E. A. Frayworth, J. Ram, A. C. B. Singleton, H. C. W, 

er. 

DIPLOMA IN MEDICAL RADIODIAGNOSIS.—W. Cockburn, J. Cowen, C. P. 
Feltham, J. D. Recordon. 

D.L.H.—1!H. O. Engel, 1H. A. Forrester, 1A. B. Guild, A. S. McLean, P. C. 
Mahanty, K. K. Mathur, 1H. D. Paviere, 1D. G. Waddell, 1H. D. Wilson. 

The following scholarships, bursaries, prizes, etc., were awarded i in the Faculty 
of Medicine. Ettles Scholarship and Leslie Medal, Scottish Association for Medical 
Education of Women Prize, Buchanan Scholarship in Obstetrics and Gynaecology, 
Dorothy Gilfillan Memorial Prize, Keith Memorial Prize in Systematic Surgery, 
and Pattison Prize in Clinical Surgery, ng a H. M. Davie. Vans Dunlop 
Scholarship in Materia Medica and Medicine, J. L. Potter. Vans Dunlop Scholar. 
~ in Pathology and Surgery and Lawson Gifford Prize in Obstetrics and Gyna- 

ogy, G. F. Murnaghan. Stark Scholarship in Clinical Medicine, C. W. M. 
Wilson. Mouat Scholarship in the Practice mf Physic, James Scott Scholarship in 
Obstetrics and Gynaecology, Beaney Prize in Anatomy and Surgery, and Royal 
Victoria bie P Tuberculosis Trust Medal, Evelyn A. C. Skinner. ‘Gunning 
Victoria Jubilee Prize in Botany, N. F. Robertson. Gunning Victoria Jubilee Prize 
in Anatomy, G. J. Romanes. Gunning Victoria Jubilee Prize in Obstetrics, T. M: 
Abbas. Annandale Medal in Clinical avery. I. D. Robertson. Murdoch Brown 
Medal in Clinical Medicine, A. H. C. Gieben. Stirton Bursary, Anne T. Lambie. 
Colonel Thomas Biggam Memorial ay and Prize in Pathology, D. M. Hastings. 
Maclagan Prize in Forensic Medicine, A. J. M. Carlin. Cunningham Memorial 
Medal and Prize in Anatomy and Senior John Aitken Carlyle Bursary in Anatomy 
and Physiology, D. N. S. Kerr. Whiteside Bruce Bursary and Vans Dunlop Prize 
in Physics and Chemistry, E. T. Faunch. Junior ge — Carlyle Bursary in 
Anatomy and Chemistry, E. T. Faunch (resigned), W. Smith. <— 
Bursaries in Anatomy, Jean M. Macdonald, W. J. ER, R. Phellas, 
H. W. Wright. Jan Oswald Prizes in Anatomy, Elinor M. Cleland, & Wood. 
Anderson Henry Prize in Botany, J.C. Compton. Vans Dunlop Prize in Botany 
and Zoology, A. Banks and E. T. Faunch (equal). 

1In absentia. 2 Commended for thesis. 


UNIVERSITY OF DURHAM 
The following medical degrees, etc., were conferred in Congregations 
on June 29 and 30: 


M.D.—G. Lorriman, *D. M. Prinsley, *E. G. Saint. 

M.B., B.S.—G. D. Allen, G. s. Anderson, Phyllis A. Armstro: was. B A. Barnett, 
Joan M. Bates, J. F. P. Bell, C. W. Bewick, J. P. Birkett, E. L. Blair, T. D. Blott, 
A. N. Bond, J. Bowden, A.D. Bowman, D. T. Bryant, A. > Cassels, Elsie B. 
Chambers, A. D. Charles, D. R. Yow W. E. Corringham, E. V. Cox, Ida M 
Drake, G. Ny Dunstone, F. Ellis, T A. Forster, N. D. Fraser, J. L. Gibbons, 
J. Gilroy, R. A. Goodhead, R. W. Gould, Margaret H. Se N. Hargreaves, 
K. S. Henley, * E. Howson (with distinction in sur, Ma W. E. Hurford, J. M. 
C. Jones, Joan King, Magee, Marley, G. F. G. Marshall, 
Avril E. M. Matthews, J. O'Neill, S. G. Owen, J. K. Oyston, T. Parker, A. B 
Petty, D. Postlethwaite, J.R. K.R Robson, M. “Robson, Josephine Ruttet, 
J. D. Sinson, G. C. Slade, R. T. Swinburne, D. Tacchi, Joan M: Traves, T. Watd, 
B. K. Mary A. Wood, ’R. S. Yager. 

D.P Hay, Mary C. Maclean, McDougall, 
Helen Wilsons C.J. *G. S. Michelson, *D. A. Smyth. 

L.D.S.—C. A. Anderson, M.B., B.S. 
. In absentia. 


UNIVERSITY OF WALES 


The following candidates for the degrees of M.B., B.Ch. at the 
Welsh National School of Medicine have satisfied the examiners 
at the examinations indicated: 

MEDICINE.—Maureen M. Bassett, S. I. Cohen, A. V. Coleman, Joan V. Davis, 


Janet Dean-Jones, J. A. Emanuel, E. F. Griffiths, Anne Guy, = G. A. Jackson, 
Marjorie L. James, J. H. Jones, D. M. D. King, R. H. Lewis, C. SLi Livingstone, 
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— 
Lay, J. E. Mitchell, M. A. Owen, C. L. Perry, E. G. Rees, Frances M. 
Joan Sybil H. Stephens, C. E. Stroud, Augusta J. Tayior, J. H. S. Wakelin, 
cs AND GYNAECOLOGY.—D. P. Davies, H. E. F. Davies, E. H. Evans, 
E.G. A. Jackson, D. W. James, Lilian M. Morgan, Mary C. Sumption, G. Thomas. 


UNIVERSITY OF LIVERPOOL : 
At a Congregation held on July 3 the following medical degrees were 


conferred : 
_—G. M. Ardran, B. K. Ellenbogen, E. W. T. Evans, K. B. Gibson, 
I. Leveson, J. M. Swithinbank. 
Cu.M.—R. Marcus, R. A. Smith (in absentia). 
. Frank, A. M. Fraser, I. Pierce-Williams, H. L. 


CH.B.—H. T. G. 
4 Arnold, W. B. Ashby, D. J. B. Ashley, Mary F. Barrie, A. J. Bathurst, 
Bell, L. B. Bruce, C. R. Cartwright, G. D. Currie, A. Dalzell, F. J. Dunn, 
E. C. Edwards, H. L. Goffman, T. D. H. Gray, E. Gruber, Elspeth M. Hill, 
ia S. C. Hinde, C. I. Hood, A. W. Howel-Evans, C. O. Le C. Hughes, J. C. 
ober, J. Humphreys, Mair Humphreys, P. F. Jack, Dorothy M. Jennings, 
th M. Johnson, C. H. Jones, W. W. Jones, P. Kilburn, J. G. Kingan, 
Christine Lewis, J. F. Lynch, A. G. Mackinnon, Mary K. Marchant, G. Marsh, 
E. Martindale, D. N. Menzies, Margaret J. Miller, Helen T. Morgan, E. G. 
Myerscough, J. O’Donoghue, Mary G. O’Hare, W. R. Parkes, Leslie M. Pinkerton, 
th E. Pritchard, Millicent M. C. Regan, Freda M. Roberts, J. R. Roberts, 
R. V. Roberts, Kathleen M. Roby, Barbara F. M. Shirley, S. S. Swift, H. M. 
Thomas, Harral Thompson, Joyce K. Watkin, W. K. M. C. Watkins, D. B. 
Wilkinson. 


UNIVERSITY OF BRISTOL 
The following candidates have been approved at the examinations 
indicated : 


Moore, W. Nicol. 
DIPLOMA IN PsYCHOLOGICAL MEDICINE.—Part II: W. LI. Jones, R. Maggs, 


J. R. Stuart. ; 
DIPLOMA IN RADIOTHERAPY.—Part II: A. A. G. Flemming, F. A. Hanna. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
On July 1 Sir Harry Platt was re-elected and Mr. R. C. Brock and 
Sir Archibald McIndoe were elected members of the Council of the 
College. The result of the poll was as follows: 


Sir Harry Platt (Royal Infirmary, Manchester) .. i ee 
Sir Archibald Hector McIndoe (St. Bartholomew’s Hospital) 454 
Russell Claude Brock (Guy’s Hospital) .. 418 
The following were the other candidates: 
Arthur Dickson Wright (St. Mary’s Hospital) .. 416 
Rodney Honor Maingot (Royal Free Hospital) 353 
Eric William Riches (Middlesex Hospital) 
Angus Hedley Whyte (Royal Victoria Hospital, Newcastle- 
Alan Cecil Perry (London Hospital) .. aXe 
Harold William Rodgers (Royal Victoria Hospital, Belfast) 217 
Hugh James McCurrich (Royal Sussex County Hospital, 
Ronald Henry Ottywell Betham Robinson (St. Thomas’s 
Hubert Wallace Symons (General Infirmary at Leeds) .. ion 
Marriott Fawckner Nicholls (St. George’s Hospital) .. . 149 
Alexander Croydon Paimer (King’s College Hospital) .. 132 


Ca all 1,588 Fellows voted; in addition 22 votes were found to be 
invalid. 


ROYAL COLLEGE OF PHYSICIANS OF EDINBURGH 


At a quarterly meeting of the College held on July 20, with the 

President, Dr. W. D. D. Small, in the chair, Dr. D. R. Maitland 

(Edinburgh) and Dr. E. K. Morris (Edinburgh) were introduced and 

took their seats as Fellows of the College. Dr. J. Laurie (Dumfries) 

oa Dr. W. M. Wilson (Edinburgh) were elected Fellows of the 
lege. 

Drs. D. R. MacCalman (Aberdeen), J. G. A. Davel (Pretoria), 
H. D. Jenner (Prince Albert, Saskatchewan, Canada), J. Sandilands 
(ron Aston, Gloucester), I. C. Gilliland (London), E. M. Donaldson 
(Edinburgh), P. W. Hannay (Edinburgh), V. V. Shah (Bombay), J. 
Green (Glasgow), J. S. Theron (Bloemfontein), R. W. Biagi (Bangour, 
W. Lothian), D. I. McCallum (Edinburgh), T. Parkin (Sheffield), 
A. R. Wilson (Edinburgh), A. A. C, Ross (Milton Bridge, Mid- 
lothian), Amy Jungalwalla (Bombay), D. M. Forsyth (Edinburgh), 
N. C. Begg (London), D. S. Harling (Edinburgh), R. G. Mathers 
(Wallasey), E. V. B. Morton (Edinburgh), J. K. Scott (Bangour, W. 
Lothian), J. A. Tulloch (Forres, Morayshire), D. Naidoo (Busby, 
Lanark), J. A. Morton (Edinburgh), D. Banerji (Calcutta), T. W. G. 
Kinnear (Edinburgh), A. M. Kassim (Bombay), C. F. Rolland 


(Edinburgh), A. C. Arthur (Edinburgh), and H. D. Ritchken 
Qohannesburg) were elected Members of the College. 


! 


Medical Notes in Parliament 


NATIONAL HEALTH SERVICE | 


Mr. BEVAN announced on July 20 that as an interim | 
measure he had approved the continued use for doctors’ private 
patients of any hospital accommodation so used immediately 
before the appointed day until regional boards could review the 
position and draw up considered proposals. The hospital 
management committee concerned was responsible for the 
admission arrangements. Hospital charges would be determined 
by the committee in accordance with the National Health Ser- 
vice (Paybed Accommodation in Hospitals, etc.) Regulations. 
(Supplement, p. 61), which also prescribed maximum fees re- 
coverable by the medical practitioner for professional services. 
Receipts from hospital charges would be paid into the 
Exchequer. 


Prescriptions for Private Patients 


Sir Ernest GRAHAM LITTLE asked on July 20 why the 
patients of doctors who remained outside the National Health 
Service were debarred from receiving free medicine although 
eligible for free treatment ? 

_ Mr. BEvAN answered that the diagnosis, the prescription, and 
its provision must be treated as part of one process. He could 
not justify separating the prescription as Sir Ernest suggested. 


Rural Practitioners and Special Hardships 


Major TUFTON BEAMISH on July 22 asked if the Minister of 
Health was aware that, owing to the fact that no travelling 
allowances were paid to doctors for visiting patients in their 
homes, doctors in rural districts were obliged to refuse regis- 
trations from persons living more than a short distance from 
their surgeries. He asked Mr. Bevan to take steps to prevent > 
the health of the rural community suffering in this way. 

Mr. BEvaAN said special payments, details of which are under 
discussion with the British Medical Association, would'be made 
to meet such cases. He added that there was no financial justi- 
fication for a doctor refusing a patient in the circumstances 
described. 

Dr. SANTO JEGER said many doctors who had joined the 
National Health Service were in serious financial difficulties 
because their income from private patients had largely ceased, 
their panel cheques paid early this quarter had been exhausted 
by their regular commitments, and they had no current money 
to meet day-to-day expenses. He asked Mr. Bevan to arrange 
for doctors ‘to receive interim payments, on account of their 
basic salary or otherwise, to bridge the interval until their next 
regular payments became due. 

Mr. Bevan did not think there could be many such cases 
but proposed to arrange for advances to be made in cases of 
special hardship. 

Replying to Mr. CHETWyYND, Mr. BEVAN stated that the pro- 
visional figure of the number of general practitioners who 
had joined the Service in England and Wales by July 10 was 
18,575. The figure was subject to further checking. He added 
that the total number of. general practitioners in England and 
Wales (including assistants who would not normally be included 
in the medical list) was believed to be about 21,500. 


Streptomycin 

Mr. SWINGLER raised on July 21 the me ap of the supply of 
streptomycin to hospitals. He gave details of a case a week 
earlier)in which a doctor in the Staffordshire mene | applied 
urgently to the Ministry of Health for streptomycin for treat- 
ment of a young girl suffering from tuberculous meningitis. 
He was refused a supply on the ground that the Staffordshire 
Infirmary was not a hospital authorized to have a supply. He 
was told that the patient must be sent to the nearest authorized 
hospital, which was the Queen Elizabeth Hospital in Bir- 
mingham. There he was told that although there was a supply 
of streptomycin there were no vacant beds. Mr. Swingler said © 
an appeal was made to him for assistance and he was told'that 
application must be made to the Emergency Bed Service, which 
would allot a bed in a hospital where there was a treatment 
unit employing streptomycin. The Emergency Bed Service in 
London had no immediate vacancies in any of the hospitals 
which had streptomycin. Yet at the same time the Ministry 
of Health issued a statement saying that the supply of 
streptomycin was now fairly satisfactory. The upshot of the 
case was that the supply of streptomycin in Staffordshire Infir- 
mary was authorized by the Minister of Health. Mr. Swingler 
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asked about the position of the manufacture of streptomycin 

in the United Kingdom and how soon the nation would be 

independent of supplies from the U.S.A. How many more 

hospitals did the Minister moon to be authorized to have a 

supply and a treatment unit when the regional boards had made 

their plans? If there were not sufficient beds in these hospi- 
_ tals, who had discretionary power to send a supply to other 

hospitals ? “i 
‘Mr. Bevan said it was undesirable that where a time-lag 

developed between the discovery of a drug and its use through- 

out the whole health system there should be sensational 
propaganda alleging that people were dying because it was not 
available and at the same time raising false hopes and fears in 
the breasts of those concerned about individual cases. He hoped 
the British press would not sensationalize incidents so as to 
cause a feverish atmosphere when What was required was calm 
and judicial investigation. The use of streptomycin was still in 
its early stages and it should be administered under hospital 
conditions and preferably with laboratory controls. The 
Medical Research Council had established that some cases of 
tuberculous meningitis did react favourably to the use of 
streptomycin. In about 31% of the cases hopeful results had 
been realized—which showed that it was still ineffective in the 
majority of cases. Restriction of the therapeutic use of 
streptomycin in Great Britain was inevitable until the Ministry 
had satisfied itself that its clinical use was safe. It had now 
been established that it was to some extent efficacious both for 
tuberculous meningitis and miliary tuberculosis. Arrangements 
were being made to provide treatment for as many such cases 
-as possible. Similar arrangements would apply if streptomycin 
was-teliably shown to be of value in other cases. A supply was 
being planned and British production increased to meet these 
needs. “All regional boards: had. been asked to.say at what has- 
pitals or sanatoria these cases could be brought together. To 
economize the skilled services of the doctors concerned it was 
. desirable to group these cases ; 26 such treatment centres had 
been provided. As soon as the location of additional ones was 
known supplies of streptomycin would be provided for them. 
In other hospitals arrangements had been made to supply 
streptomycin for cases if there was no bed for them in a 
recognized centre. A doctor at any hospital could get 
streptomycin for such cases by applying to the Ministry of 
Health’s Supplies Division, whose telephone number was 
Kensington 3471, Extension 102. 

From July 14 to July 19, 1,150 g of streptomycin had been 
supplied in response to twenty-five requests of this kind. 
Clinical trials now suggested that cases of tracheobronchial 
tuberculosis should be brought within the treatment scheme. 
Regional hospital boards had been asked to say which hospitals 
should receive supplies. of streptomycin for this purpose. An 
expert medical committee was being set up to advise what other 
types of case, in the light of clinical trials, should be brought 
within the scheme. Arrangements wou!d be extended on the 
basis of that advice. In order to treat all cases of miliary 
tuberculosis, tuberculous meningitis, and tracheobronchial tuber- 
culosis in the country, not more than 40 kg. of streptomycin 
would be needed every month. From -—November, 1946, to 
August, 1948, 309 kg. of streptomycin would have been im- 
ported from the United States at a cost of $777, A further 
50 kg. were on order. Large-scale production of streptomycin 
in this country was a ger ys It was expected that 25 kg. 
would be packed, tested, and ready for issue this month and 
at least 50 kg. in August. By the autumn, production should 
reach 100 kg. a month. Plant with much larger capacity 
should come into operation early next year. If the extent of 
- the therapeutic use of streptomycin was not increased before 
the end of the year we should be in a position to meet all 
domestic needs and to export some streptomycin, but domestic 
claims must come first. Mr. Beyan pointed out that the Minis- 
try of Health was not administrativély~ responsible for this 
matter until July 5. He contended that it had carried out with 
considerable speed the reorganization of hospitals concerned 
with the use of the drug. 


Food Inspection 


In a statement on July 21 Mr. StRacHEY announced 
that under the Transfer of Functions (Food and Drugs) Order, 
1948, which came into operation on March 1, and the Public 
Health (Amendment) Regulations, which came into operation 
on June 1, the Ministry of Food had taken over from the 
Ministry of Health the central responsibility for food inspec- 
tion and food hygiene generally. He intended to seek the co- 
operation of local authorities and their officers, the food trade, 
and the public in a concerted effort to combat the dangers to 
health which result from the preparation, storage, or handling 
of food in unclean or otherwise unsatisfactory conditions. 
Shortage of essential equipment and of building labour and 


materials hampered immediate improvements. However exist. 
ing ‘legislation could be made more effective by the Voluntary 
adoption of codes of practice applicable to particular trades 
and by stimulating among all concerned a more pogitiye 
attitude to food hygiene. In these matters the Ministry of Food 
would work in close consultation with the Ministry of Heal 

which remained responsible for measures for dealing with th, 
fected food and food poisoning, and with the local authorities 
of the relevant provisions of 

e Food an ru c » an i 
thereunder. 
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Scottish Chemists——Replying on July 13 to Mr. NIALL MACPHERSoN 
Mr. ‘WoopsurN announced that he had reached an u ing 
with the representatives of the Scottish chemis's on July 1, and that 
the chemists had been providing pharmaceutical services under the 
new National Health Service scheme since July 5. 


Medical Students.—According to the latest information there are 
9,671 full-time medical students at universities in England and Wales, 
and 2,840 are directly State-aided. In addition, an unknown Dumber 
hold local education authority major awards. 


Medical News 


Princess Alice Emergency Hostel fer’ Mothers and. Babies 
The National Children Adoption Association (71, Knightsbridge, 
,/London, S.W.1) has converted “ Castlebar,” Sydenham Hill, London, 
S.E., previously the Princess Alice Nursery Training College, into 
an ante- and post-natal hostel, now known as the Princess Alice 
Emergency Hostel for Mothers and Babies. Up to forty mothers 
can be admitted, twenty ante- and twenty post-natal cases, and there 
is a nominal weekly charge. Antenatal cases are accepted by 
arrangement, but the expectant mother, however, may not be 
admitted less than two weeks before the expected birth of the child, 
Post-natal cases are accepted upon the discharge of the mother and 
baby from hospital, and mothers may remain up to three months 
with their infants if they so desire. Alternatively, should a mother 
wish to have her baby adopted the association would make the neces- 
sary arrangements. The mothers are left entirely free to decide the 
future of their children. 


Central Council for Health Education 


The Central Council for Health Education held its twenty-first 


Annual General Meeting and Council Meeting on July 22. Lord 
Woolton was reappointed President, and the Vice-Presidents of the 
Central Council, Sir Allen Daley and Dr. Charles Hill, were re- 
elected. Mr. Henry Lesser retired from the chairmanship and was 
succeeded by Dr. E. K. Macdonald, the Medical Officer of Health for 
the City of Leicester. Dr. W. A. Bullough, County Medical Officer 
of Health, Essex, was elected Vice-Chairman. .Sir Graham Savage, 
who had served as Honorary Treasurer for four years, retired from 
that office and was succeeded by Dr. Robert Forgan. Mr. Henry 
Lesser said that from September onwards the Council would provide 
two-day courses in health education free of charge every two or 
three months at over a dozen universities in England, Wales, and 


Northern Ireland. The lecturers would include several outstanding . 


authorities whose daily duties gave them many opportunities for 
health education. 


Sir Max Page  - 
Sir Max Page has been appointed an officer of the Legion of 
Honour by the French Government. 


Lyttel Lily Cup 

Dr. A. M. Amsler has been awarded the Lyttel Lily Cup of the 
Royal Horticultural Society. Dr. Amsler was medical officer at 
Eton College for thirty years. er 


Streptomycin 

The Ministry of Health points out that under the arrangements for 
supplying streptomycin for cases of miliary tuberculosis and tuber- 
culous meningitis applications by telephone should be made 4s 
follows: 8.30 a.m. to 6 p.m., Monday to Friday, and 8.30 a.m. to 
2 p.m. Saturday—Kensington 3471, Extension 102 ; all other times 
(night and week-ends), Whitehall 4300. In the recent debate in the 
House of Commons on streptomycin only the Kensington telephone 
number was mentioned. 
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‘Memorial to the late Professor Noah Morris ae 

A Morris Memorial Lectureship has been created at Glasgow 
University in tribute to the memory of the late Professor Noah 
Morris, of the Chair of Materia Medica. Distinguished lecturers in 
branches of medicine in which Professor Morris was interested will 
be invited from time to time to address meetings, which will be open 
to undergraduates, graduates, and the general public. Subscribers 
to the Memorial Fund include the Students’ Representative Council, 
the Student Medical Societies, the Unions, and the Athletic Club, 
$n all of which Professor Morris had taken an enthusiastic interest. 
Representatives of these bodies and of his medical colleagues and 
friends met recently, and the cheque representing the contributions 
to the Memorial Fund was handed over to the University. 
Mr. Marshall Walker in doing so referred to Professor Morris’s 
great gifts as a teacher: his sympathy, moral and intellectual integrity, 
his enthusiasm and ability to talk, and his knowledge of his subject. 
He had the gift of winning his students and of transmitting some- 
thing of his own earnestness and enthusiasm. 


Order of St. John for Scotland 

The following members of the medical profession were invested 
in the Chancery of the Order of St. John for Scotland in Glasgow 
on June 23:' As Commander, W. J. Moore, F.R.F.P.S., J.P. (from 
Officer); as Officers (Brothers), W. F. J. Whitley, M.D. (from 
Serving Brother), N. G. W. Davidson, O.B.E., F.R.C.S.; as Serving 
Brother, A. A. F. Peel, D.M., F.R.F.P:S. 


Rubber Stamps 

The Minister of Health states in a letter to local executive councils 
that it is legally permissible for a medical practitioner, when signing 
Form: E.C.1, to use a stamped facsimile of his signature or a rubber 
stamp supported by his written initials. He also suggests that in the 
present exceptional circumstances—say, up to the end of July— 
executive councils may accept a stamped form even if it is not a 
facsimile and not initialled. 


New Journal of Experimental Psychology 

The first number of the Quarterly Journal of Experimental Psycho- 
logy has appeared under the editorship of Mr. R. C. Oldfield, M.A., 
of the Institute of Experimental Psychology, Oxford University. It 
is published by Messrs. W. Heffer and Sons, of Cambridge, for the 
Experimental Psychology Group. The journal will publish chiefly 


papers on experimental work but will also include others if they. 


advance scientific knowledge. The present number includes a paper 
on “ Traumatic Amnesia,” by Dr. W. Ritchie Russell, and one by 
Dr. N. H. Mackworth on the “ Breakdown of Vigilance during Pro- 
longed Visual Search.” The subscription is £1 10s. a year for four 
numbers; single copies may be obtained at 8s. Orders should be 
placed with the publishers. ; 


Teaching Hospitals at Cambridge ; 

The Chesterton Hospital at Cambridge has been included in the 
Cambridge group of teaching hospitals by regulations (S.I. No. 1579) 
made under the National Health Service Act. 


Wills 

Dr. Cyril Strickland, of St. Helier, Jersey, formerly professor of 
medical entomology at the Calcutta School of Tropical Medicine 
and Hygiene, left £20,538. Dr. Cyril Henry Howkins, L.D.S., of 
Birmingham, formerly examiner in dental surgery to the Royal 
College of Surgeons of England, left £20,978; Dr. William Wynn- 
Williams, of Middlesbrough, £49,761; Dr. Laurence William Pole, 
formerly M.O.H. for Llanelly, South Wales, £1,169; and. Dr. 
Alexander Benham Stitch, of Old Heathfield, Sussex, £19,115. 


COMING EVENTS 


International Congress on Population and World Resources 

The Family Planning Association has organized an International 
Congress on Population and World Resources in Relation to the 
Family to be held at Cheltenham from Aug. 23 to 27 inclusive, when 
representative delegations will attend from some twenty countries. 
The subjects to which sessions will be devoted include ‘* World 
Resources,” “‘ Population Trends,” ‘“‘ Migration,” and “* Sociological, 
Religious, and Political Implications of Contraception in Various 
Countries,”” as well as “Current and’ Future Research into Such 
Problems.”” The speakers will include Lord Horder (President 
of the Congress), Sir John Boyd Orr, Dr. Julian Huxley (Unesco), 
Lady Denman, Mrs. Ottesen-Jensen (Sweden), Mrs. Margaret Sanger 
(U.S.A.), Dr.'C. P. Blacker, Mr. Aleck Bourne, Dr. Emde van de 
Boas (Holland), Mr. Kenneth Walker, Prof. E. Brandstrup (Den- 
mark), Prof. T. H. Davey, Prof. David Glass, Prof. Joseph Needham, 
Dr. Nils Nielsen (Sweden), Mr. Kenneth Rose (U.S.A.), Dr. Hugh 
Sinclair, Dr. Abraham Stone (U.S.A.), Dr. Durand-Wever (Germany), 
and Prof. Whelpton (U.S.A.). The fee for registration is £2 per 
delegate, and applications for registration and accommodation should 
be addressed to the Congress Organizer, Mr. N. A. Howell Everson, 


at 37, Park Street, London, W.1. 


Medical Historians 

A meeting of the United Kingdom, Dominions, and United States 
Official Medical Historians Liaison Committee will be held at Corpus 
Christi College, Oxford, from August 3 to 7. The object of this 
committee, which is sponsored by the Governments concerned, is 
to provide opportunities for the medical historians to consult 
together on technical questions and propose solutions of problems 
about correlation of data, balance between one official medical 
history and another, and methods of presentation. The delegates 
will be the guests of the British Government at a dinner at the 
Savoy Hotel, London, at the conclusion of the conference. The 
first meeting of the committee was held in Ottawa in September, 
1947, at the invitation of the Canadian Government. : 


SOCIETIES AND LECTURES 


Friday 


KENT AND CANTERBURY HospiTaL.—At Slater Hall, Cant 
July 30, 7.45 p.m. Clinical meeting. Film on Poliompelit’ 
followed by a general discussion. 


Tuesday 


EDINBURGH POSTGRADUATE BOARD FOR MeEDIcinE.—At Anatomy Lec- 
ture Theatre, Edinburgh University, August 3, 4.30 p.m. “ The 


Present Position of the Rhesus Factor,” by Professor D. F. Cappell. 


APPOINTMENTS 


Puitps, A. Seymour, F.R.C.S., Surgeon in charge of Eye Depart- 
ment, St. Bartholomew’s Hospital, London, S.E. 


Mr. Philps qualified at Bart’s in 1929 and took the F.R.C.S. in 1931. He was 
formerly Assistant Ophthalmic Surgeon at Bart’s. 


FatrMan, H. D., M.B., B.S., F.R.C.S.Ed., D.L.O., Honorary 
Ear, Nose, and Throat Department, Bristol Royal Hospital. = 

HARRISON, EIRWEN M., M.B., Ch.B., D.P.H., Assistant Medical Officer o 
Health, Essex County Council. 

Hunter, R. M. M., M.B., Ch.B., D.P.H., D.P.M., Deputy Medical Super- 
intendent, Herrison Mental Hospital, Dorset. 4 

McWiiuaMs, L. F., M.C., M.B., B.Ch., D.P.H., Nottinghamshire Coun 
Council Assistant Medical Officer and Medical Officer of Health for 
Urban Council. 

PATERSON, D. E., M.B., Ch.B., Radiologist, Union Hospital, Hankow, China 
(London Missionary Society). 

Roserts, H. G., M.B., B.Ch.Wales, F.R.C.S.Ed., Surgeon-in-charge, Woolos- 
ton House Hospital, Newport, Mon. : 

TAyLor, G. C., M.B., Ch.B., D.P.H., Assistant Administrative Medical Officer, 
Scottish Eastern Regional Hospitals Board. 

WALKER, V. R., M.B., Ch.B., D.P.H., North Hertfordshire Divisional Medical 
Officer, Hertfordshire County Council. 

Wricut, S. L., M.D., M.R.C.P., D.P.H., Medical Officer of Health and School 
Medical Officer for Croydon. 


BIRTHS, MARRIAGES, AND DEATHS > 


BIRTHS 


Bellon.—On Jyly 17, 1948, at Middlesex Hospital, London, to Zalia (née 
Covitz), wife of Mr. Ben Bellon, F.R.C.S., a daugh ‘Marianne Jean. 


CoRie.—On July 21, 1948, at the Middlesex Hospital, to Dorothy Mary, wife — 


of Dr. Ian Collie, a son. 
Currie.—On June 30, 1948, at Dar-es-Salaam, Tanganyika, to Ysobel (née 
Garland), wife of Donald Currie, M.B., B.Chir., a son. 
—On July 19, 1948, at the Lindo Wing, St. Mary’s Hospital, to Kay, 
wife of Mr. A. C, Porritt, F.R.C.S., a daughter. : 
Robinson.—On July 18, 1948, in Sheffield, to Florence, wife of Mr, R. G. 
Robinson, G.M., F.R.C.S., a daughter. 
Salisbury, 


Taylor.—On June 28, 1948, at The Lady Chancellor Maternity Home, 
S. Rhodesia, to Edna (née Parish) wife of Dr. P. A. Taylor, Karoi, S. 


Rhodesia, a daughter—Susan Rachel- 
DEATHS 
Baldie.—On June 23. 1948 Alexander Baldie, M.B., Ch.B.Ed., D.P.M., of 
St. Lawrence, Isle of Wight. 
Fuller.—On July 19, 1948, very suddenly, at Perranporth, Cornwall, Andrew 
Radburne Fuller, M.R.C.S., L.R.C.P., D.P.H., aged 55. 

Logan.—On July 22, 1948, at Edinburgh, after a brief illness, William Robert- 
son Logan, M.D., F.R.C.P.Ed. ; 
McGowan.—On July 24, 1948, at 13, King Street, Oldham, James Sinclair 

. McGowan, M.D., in his 82nd year. 

Owen.—On July 21, 1948, Emrys D. Owen, M.B., B.Ch., of Maesyrhaf, Neath. 

Rowney.—On July 11, 1948, at Tunbridge Wells, William Rowney, M.D., 
Lieutenant-Colonei, R.A.M.C., retired, aged 93. 


Scott.—On July 16, 1948, at Glenugie, Longside, Aberdeenshire 
Francis Gordon Scott, L.R.C.P.&S.Ed., L.R.F.P.S.Glas, in his 68th year. 


Snelling.—On July 17, 1948, at 130, High Town Road, Luton, Trevor Richard 
Snelling, M.R.C.S., L.R.C.P., aged 58. 

Cs June 28, 1948, Frank .Addinsell Smith, M.D., Lieutenant-Colonel, 
I.M.S., retired. 

Smith.—On June 8, 1948, at Kew, Melbourne, Australia, Henry Smith, M.D., 


aged 83. 

Sykes.—On July 14, 1948, at Sledmere, 27, Bradford Road, Combe Down, 
Bath, John Lewis Sykes, M.R.C.S., L.R.C.P. , 

Watson.—On July 15, 1948 at 75, York Road, West Hartlepool, Thomas 


Blandford Watson, M.B., B.S 
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No. 28 
INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended July 10. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) —— and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London). 
(b) London (administrative county). (c) The 16 principal towns.in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland 

A dash — denotes no cases; a blank space denotes disease not notifiable or 


no return available. 


EPIDEMIOLOGICAL NOTES 


Vital Statistics for the June Quarter 


Infant mortality in England and Wales for the June q 

of 1948 established a new low record.' The rate was 31 per 
1,000 live births. The previous lowest rate for any quarter wag 
32 in the September quarter of 1947. The best previous rate 
for a June quarter was 39 in 1947. The rates for the six months 
ended June 30 and for the twelve months ended on that date 
also establish new low records. The uncorrected rate for the 
first half of 1948 was 36; the corresponding rate for 1947 was 
46 ; for 1946 it was 45. For the twelve-month period July, 


i ) 
1047 J une, 1948, the uncorrected rate was 37 ; for thie twelve. 
(a) | (®) Mi@lol @ |woleo | (d) | (e) month period July, 1946, to June, 1947, it was 42; for the 
, calendar year 1947 it was 41. : 
Cerebrospinal fever .. 1m The accompanying table of corrected quarterly rates singe 
Deaths ws by 1943 indicates that the rates in each of the past four quarters 
Diphtheria ae 150] 19} 39) 19) 4) 181) 25} 40| 10/11 have been lower than the rates recorded for the corresponding 
Deaths quarters in previous years. 
56, 344—| — so} 4 15) —| — 
‘ | Quarterly Infant Mortality Rates per 1.000 live births in Englang 
and Wales from 1943-8 
(Corrected for delays in registration of births and for changes in annual births) 
Deaths ee oe _ 1 
si 9 1 Year: | 1948* 1947* 1946 | 1945 | 1944 1943 
Deaths ee — March quarter 41 55 55 60 58 60 
— June, 39 40 41 42 47 
Infective enteritis Sept. 32 35 37 40 40 
diarrhoea under 40 52 Dec. oo% is —, 39 | 43 45 43 50 
Pr i i i 
ses} al 33 9,133 73 im 3 ‘ovisjonally corrected (full data for correction not yet available). 
Deathst The stillbirth rate for the June quarter, 1948, was 23 per 
Ophthalmia neonatorum 37, 6 13) — — 82} 7|-23}—|— 1,000 total births. This is the lowest recorded rate for a June 
Deaths — In June 1947 was 24, and in 
— —|— —|— the corresponding quarter of 1946 it was 28. A rate of 23 has 
Paratyphoid fever ba 2(B) previously occurred in the September quarter of 1947. The 
340 7 332) 31/5) any previous year. It was 23.5, compared with 25 for the 
first six months of 1947 and 28 for the first six months of 1946, 
- 9 was 23, which may compared with 26 in the correspondin 
— | 13 3! 9 period from July, 1946, to June, 1947. 
— The accompanying table of quarterly stillbirth rates shows 
Polio-encephalitis, acute 2 1 ie ¢ that, as with infant mortality, the rates in each of the past four 
Deaths ea tS quarters are lower than the rates recorded for the correspond- 
Poliomye'itis, acute 23} 110} 9 7 8|— ing quarters of previous years. 
Deaths§ 2; — 2 
ee aK —_ Quarterly Stillbirth Rates per 1,000 total births (live births and 
ah 9 18 stillbirths) for England and Wales from 1943-8 
Puerperal pyrexia Year: | 1943 | 1947 | 1946 | 1945 | 1944 | 1943 
- 4 
Deaths Sept. 23 27 27 27 29 
Scarlet fever | 1,658, 42| 33] 918) 95] 114; 39) 33 Dec. ~ 24 27 28 28 30 
Smallpox Gat The number of live births registered during the quarter was 
, Deaths < 203,711, compared with 202,184 in the previous quarter and 
Typhoid Gut .. 3) 12 2 2 8 235,174 in the same period last year. The corresponding rates 
ths re of — | were 19.0, 18.9, and 21.9 respectively. 
Typhus fever There were 110,356 deaths registered during the June quarter, 
Deaths |- —|- low rate for any fone yy 
- 10.3 per 1, total population, compared with 11.0 for 
Whooping-cough* 3,073] 259] -17| 2,000) 267) 42) 15 quarter and the previous lowest rate for a 
ay 33, 13, 1) 340) 33) 66 23,12 second quarter of 10.4 in 1945. 
Deaths (0-1 year) ” In the following table the numbers of live births, stillbirths, 


Infant .mortality rate 
(per 1,000 live births) 


Deaths (excluding still- 
births) oe 
Annual death rate (per 


4,001) 605) 515) 141) 101 


and deaths registered in the June quarter, 1948, and the corre- 
sponding rates are compared with those for the June quarters, 
1947 and 1938. 


i 10-4) 8-8 11-2) 10-8 
Live Births Stillbirths Deaths Infant 
Live births | 8,317 1328 1069| 356] 280] 434) 231 Mortality 
Annual rate per 1,000 Per 
personsliving .. 21-6} 22:3 23-3) 27-4 11000 od 
+ stillborn) 2 21 32 tion al tion Births 
ry Measles and whooping-cough ng not notifiable in Scotland, and the returns 1938 i aie 160 6,639 38-9 19,1 88 11-6 8,006 $0 
and scarlet fever for England and Wales, London 1948 | 203,711] 19: 4.733 | 22-7 | 110,356] 10-3 | 6,336{ 31 
(administrative county), will no longer be published. 


t Includes primary form for England and Wales, London (administrative 


ty), and Northern Ireland. 
connthe number of deaths from poliomyelitis and polio-encephalitis for England 
and Wales, London (administrative county), are combined. 
|| Includes puerperal fever for England and Wales and Eire. 


1 The Registrar-General’s Weekly Return of Births, Decths and Infectious 
Diseases for the week ended July 17, 1948. H.M. Stationery Office, York House, 
Kingsway, W.C.2. Price 6d. or post free 7d. 
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Discussion of Table 


In England and Wales increases were recorded in the notifi- 
cations of whooping-cough 168, scarlet fever 126, and diph- 
theria 9. There were decreases in the incidence of measles 150, 
cerebrospinal fever 18, and dysentery 13. 

The largest increases in the incidence of whooping-cough 
were Lancashire 42 and Surrey 40; the largest decreases were 
Yorkshire West Riding 41, Yorkshire East Riding 40, and 
Cheshire 40. The rise in the notifications of scarlet fever was 
due to a small increase throughout the country ; the only local 
increase of any size was 37 in Lancashire. 

The incidence of measles, broadly, showed a slight increase 
in the Midlands and a fall in the remainder of the country ; the 


Jargest decreases were Essex 194 and London 95, and the 


largest rise was Staffordshire 82. No change of any size was 
reported in the local returns of diphtheria. 

An outbreak of dysentery affecting 20 persons was notified 
from Hertfordshire, Hatfield R.D. The largest of the other 
returns of dysentery was 7 in Lancashire. The only adminis- 
trative area with more than one.case of poliomyelitis was 
Norfolk, Norwich C.B. 2. The other counties with more than 
one notification of poliomyelitis were London 3, Dorset 2, 
Middlesex 2, Essex 2, and Derbyshire 2. © 

In Scotland infectious diseases were less prevalent during the 
week, and the decreases included scarlet fever 56, measles 37, 
and acute primary pneumonia 26. A small fall in the incidence 
of these diseases was recorded throughout the country. An 
increase in the notifications of cerebrospinal fever from 7 to 12 
occurred in the city of Glasgow. 

In Eire decreases were recorded in the returns of measles 61 
and scarlet fever 12, while increases were reported for diarrhoea 
and enteritis 28, whooping-cough 19, and diphtheria 8. Of 
the 40 cases of diarrhoea and enteritis 24 were notified in 
Dublin C.B. 

In Northern Ireland the notifications of scarlet fever rose 
by 10, while the notifications of measles fell by 12. 


Quarterly Returns for Eire 


The birth rate during the first quarter of this year was 21.4 
per 1,000 and was the lowest rate recorded in recent years for 
a March quarter. Infant mortality was 63 per 1,000 births, 
being 29 below the rate for the first quarter of 1947 and the 
lowest rate recorded in a first quarter. Maternal mortality was 
14 per 1,000 registered births. The general death rate was 
14.1 per 1,000 and was the lowest rate recorded in a first 
quarter and 7.3 below the rate for the March quarter of 1947. 
Deaths from infectious diseases included 104 ,from diarrhoea 
and enteritis, 74 from influenza, 52 from whooping-cough, 20 
from measles, and 13 from diphtheria. Deaths attributed to 
pulmonary tuberculosis numbered 692 and to other forms of 
tuberculosis. 164; these were 112 and 68, respectively, below 
the average of the five preceding March quarters. 


Scotland’s Health in 1947 


A report issued by the Department of Health records a birth 
rate of 22 per 1,000, the highest rate since 1923. A slight rise 
occurred in infant mortality due mainly to gastro-enteritis. 
There were 1,123 deaths in the 16 towns attributed to infantile 
diarrhoea, as compared with 642 in 1946. Maternal mortality 
was 2.0 per 1,000 live births and was. the lowest yet recorded. 
A rise occurred in the incidence and mortality of tuberculosis. 
There were 10,117 cases and 4,096 deaths from all forms of 
tuberculosis, compared with 9,713 cases and 3,984 deaths in 
1946. The 1947 outbreak of poliomyelitis was the largest ever 
recorded ; there were 1,434 confirmed cases, compared with 33 
and 41 in 1945 and 1946. During the year 131 deaths were 
attributed to poliomyelitis. . 


Week Ending July 17 
The notifications of infectious diseases in England and Wales 
during the week included : scarlet fever 1,703, whooping-cough 
3,416, diphtheria 183, measles 9,459, acute pneumonia 377, 
cerebrospinal fever 25, acute poliomyelitis 36, dysentery 67,~ 
paratyphoid 12, and typhoid 4. 


The Paddington Medical Society has issued its annual report for 
the year 1947-8. The following officers were elected: president 
and-acting honorary secretary, Dr. L. Zeitline; vice-president, Dr. S. 


_ Crown; treasurer, Dr. Z. Green. The following were members of 


the executive committee: Drs. J. Green, H. James, A. Lewis, R. Post, 
E. Reece, E. T. Wright, and J. H. Porter. The society held several 
scientific and clinical meetings during the year, at one of which 
Mr. Dickson Wright introduced a film on “ The Treatment of 
Varicose Conditions and their Complications.” 


Any Questions? 


Correspondents should give their names and addresses (not for 
publication) and include all relevant details in their questions, 
which should be typed. We publish here a selection of those 
questions and answers which seem to be of general interest. 


Embalming 

Q.—What is the simplest and most economical method, 
using substances likely to be available anywhere, of embalming 
bodies for preservation during transport elsewhere for burial 
(e.g. in ships or in tropical countries) when it is necessary io 
preserve them for a matter of (a) days, and (b) weeks ? 


.—From time to. time a practitioner is asked to advise re- 
garding the embalming of a dead body, and circumstances may 
even require that he should carry it out himself. - Préservation 
is attained by permeating the body with a suitable fluid 
through the vascular systen and thereafter injecting a similar 
fluid into .the body cavities and any areas where the penetra- 
tion of the fluid appears inadequate. It is not essential that the 
venous system should be drained of fluid blood as a pre- 
liminary, but such drainage facilitates penetration of the 
embalming fluid. Various standard embalming fluids are used, 
in most of which formalin is the essential ingredient—for 
examp‘e, 20% formalin with 5% borax and 5% glycerin in 
water. In an’ average case rather more than 2 gallons (9 litres) 
of the fluid will be required. ee 

Injections are made into the arterial system, the arteries 
selected being the femorals, the brachials, and one of the 
common carotids. After the arteries and their corresponding 
veins are exposed, the injections are directed towards the distal 
extremities of the limbs and, in the case of the common 
carotid, first towards the head and then towards the heart. 
Penetration is promoted by gentle massage and by flexing and 
extending the limbs. A satisfactory degree of permeation is 
indicated by a venous return of the embalming fluid and by a 


- progressive firmness of the part of the body under considera- 


tion. The fluid is best introduced into the arteries under pres- 
sure through a cannula from a cistern raised about 6 ft. 
(1.8 m.). Alternatively, a syringe of-the Higginson type may 
be used, but no attempt should be made to force or hasten the 
injection. ‘ 
After the arterial injections are completed and after allowing 
an interval of some hours if possible, further fluid is introduced 
into the pleural and peritoneal cavities by means of syringe and 
needle. If there is any aggregation of serous fluid in the pleura, 
this should first be aspirated, and, similarly, an attempt should 
be made to remove any fluid or gas from the abdomen. Per- 
meation of the preserving fluid is aided by gentle kneading of 
the abdomeh during and after the injection. Alternatively, the 
abdomen may be opened and the entire thoracic and abdominal 
contents removed. ‘They are then washed and placed in 
alcohol for 24 hours before returning them to the body. In 
the meantime the cavity walls should be dried as thoroughly 
as possible. Further injections should then be made into any 
parts of the body which by their softness indicate an inadequate 
penetration of fluid. Finally, the entire skin surface, or at alt 
events those parts which will remain exposed, should receive 
a liberal application of an ointment consisting of 10% thymol 
in petroleum jelly to prevent the growth of moulds. : 
There are of course many modifications, some departing 
slightly, some considerably, from the procedure described. The 
vascular system may be flushed out by an initial transfusion of 
saline, for example, and sometimes both carotid arteries are 
injected instead of only one. A single point of injection, 
usually into the axillary or femoral artery, may be preferred to 
the four-point method suggested above, and all the cavity in- 
jections, thoracic and abdominal, can be made by means of a 
long trocar-inserted at the umbilicus. Where it is desired to 
avoid any suggestion of a post-mortem examination the 
evisceration method will obviously be inapplicable. But the 
principles are the same in all cases, and the suggested methods, 
if carefully and thoroughly carried out, will ensure the preserva- 
tion of the body for very considerable periods even in warm 
climates. Professional embalmers employ additional means to 
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provide or procure a pleasant and lifelike colouring and 
appearance, but even without such additions the results of 
straightforward methods are often very ee even in 


these respects. 
Haemophilia 

Q.—A healthy woman who comes of haemophilic stock— 
two brothers were severely afflicted and died of the disease and 
there is ample earlier family history—has a healthy little 
daughter. Is it possible to tell whether the child is a carrier ? 

A.—Haemophilia is due to a recessive gene carried on the 
X-chromosome. A woman who carries the gene on one of her 
X-chromosomes is outwardly normal, but will pass on the 
chromosome with the abnormal gene to half her children on 
the average. Of the children who receive it the daughters will 
be outwardly normal carriers like their mother, but the sons 
will be haemophiliacs, for they possess but one X-chromosome 
and there is nothing to oppose the action of the abnormal 
gene. The mother of this woman was a carrier, as is shown 
by the birth of two haemophilic sons. The chance that she is 
also a carrier is one in two, and so the chance that her 
daughter is a carrier is one in four. 

An important study by Andreassen carried out during the war 
(Opera ex Domo Biologicae Hereditariae Humanae Universitatis 
Hafniensis, vol. 6. Ejnar Munksgaard, 1943) indicates that the 
gene may not after all be perfectly recessive, for he was able to 
‘demonstrate a delayed coagulation time in carrier women. In 
his series there was no overlapping, the shortest carrier time 
exceeding the longest control time by half a minute. 
Andreassen’s work was discussed in a recent annotation (British 
Medical Journal, 1948, 1, 697). It is greatly to be hoped that 
this technique will prove equally successful in the hands of 
other serologists, and that it will become available in this 
country. When this happens it should be possible to decide, at 
least in the great majority of instances, whether women from 
haemophilic families carry or do not carry the abnormal gene. 


Chronic Lymphatic Leukaemia 

Q.—What is the latest treatment for chronic lymphatic 
leukaemia? Are urethane and radioactive preparations of 
value ? 

A.—Urethane has been used quite widely in the treatment 
of chronic lymphatic leukaemia with a fair degree of success. 
The general impression is that this method of treatment is 
almost as effective as x-ray therapy and is much cheaper. 
Another advantage is the general avai‘ability of the drug. 
3-5 g. a day may be given until a satisfactory response has been 
obtained. It should be stopped when the white cell count falls 
to, say, 40,000 per c.mm. Radioactive phosphorus, P**, has 
been used, about 1-2 millicuries being injected intravenously 
on the first day and followed by 0.5-1 millicurie at intervals of 
three or four days, and then, after some four doses have been 
~ given, by 0.5—-1 millicurie a week until the white cell count falls 
to, say, 30,000 per c.mm. The general opinion is that P** offers 
no advantage over deep x rays as a form of therapy except 
for those suffering unduly from irradiation sickness. More 
recently pteroyl triglutamate has been introduced, but no 
reports of its efficacy are yet available. 


Hypertension and Flying 

Q.—A woman aged 55 suffering from hypertension 
(B.P. 250/150) wishés to fly to Canada. Is her hypertension a 
contraindication to this ? 

A.—Oxygen should be available if this patient flies above 
10,000 ft. (3,050 m.). The hypertension. need not preclude her 
from a transatlantic flight unless there are other complications. 
The stresses are unlikely to be as great as those of a sea passage 
when the water is rough. 


Penicillin Inhalation for Bronchiectasis 
Q.—What strength and volume of penicillin should be used 
for inhalation therapy in a patient who has advanced bronchi- 
ectasis ? 

. A.—A usual dose is 100,000 units dissolved in 3 ml. of water 
administered twice daily. A suitable inhaler must produce an 
extremely fine mist which will penetrate to the lungs, and 
must be fitted with a face-mask. 


NOTES AND COMMENTS 


Promanide in Leprosy.—Dr. Gorpon A. Ryrie, Medical Sec 

of the British Empire Leprosy Relief Association, writes: There is a 
printer’s error in the July 24 issue of the Journal under the title “ Any 
Questions ” (p. 235). ‘This occurs in the answer regarding “ Proman- 
ide in Leprosy.” The dosage is given as “‘ 0.3 g. daily intravenously,” 
This should read ‘3.0 g. daily.” In the experience of American 
workers who have had most experience of this drug the dose can be 
safely raised to 5 g. per day under the same conditions as described in 
your answer. The treatment of leprosy is fraught with considerable 
difficulty and may have untoward results in relatively inexperienced 
hands. In the treatment of any case of leprosy in this country it 
is probably desirable to seek the advice of the medical consultants 
of this association. 


Treatment of Ringworm.—Dr. P. M. R. HEMPHILL (Ardglass, 
Co. Down) writes: In your answer to the recent question about ani- 
mal ringworm in farm workers (May 1, p. 865), you never mentioned 
treatment with the old favourite, Whitfield’s ointment, neither did 
the questioner try this apparently. Recently I have had several cases 
of this condition in farm workers, some of them severe, with a 
fierce follicular pustular reaction as you describe, and have achieved 
rapid healing using Whitfield’s ointment spread thickly with a knife 
on lint strapped over the area, usually the wrist or lower forearm, 
the dressing being changed daily. This is nothing new, but it may 
be of some little interest. 


Princess Tsahai Hospital Appeal.—The Princess Tsahai Memorial 
Hospital in Ethiopia is appealing for a further £20,000 for the 
purchase of equipment in Britain. Donations will be gratefully 
received by the Hon. Treasurer, Lord. Horder, c/o H. Reynolds 
and Co., Hon.’ Accountants, 1, Bloomsbury Court, High Holborn, 
London, W.C.1. 


Corrections 

Dr. F. R. Berridge (Cambridge) has asked us to make it clear 
that the cases he saw in Germany (Journal, July 17, p. 163) had no 
evidence of vitamin deficiency. The reference to vitamin deficiencies 
in the report of his paper, read in the Section of Radiology, con- 
cerned changes seen in the small intestine in other states of mal- 
nutrition and in patients other than the German series. The 
reference to “100 g. of barium sulphate suspended in 100 ml. of 
normal saline ” should have read “ 150 ml. of normal saline.” 


Dr. J. F. Goodwin, Sheffield, writes: My attention has been’ 


drawn to a possible source of confusion to readers in the first table 
contained in my paper on liver function during thiouracil therapy 
(July 10, p. 64). The words “ before first test ” should be removed 
from the heading ‘“ Duration of treatment before first test.” The 
time at which the first test was performed can be ascertained from 
the column headed ‘“ When first test performed. Type of abnorm- 
ality.” In addition, Cases 3 and 6 should read 22 months and 10 
months respectively “‘ after stopping treatment” instead of “ after 
starting treatment.” Case 16 should read “ after 20 months’ treat- 
ment T.A. positive (4 months beforé stopping treatment).” 

In the annotation on ‘“ Remuneration of General Practi- 
tioners” (July 17, p. 143) it is stated in the third paragraph: 
“‘ Apart from this central fund, however, there will be an additional 
amount to be distributed of over £4 million, or approximately £200 
per general practitioner in the Service. Furthermore, over and 
above the capitation fee there will be available to general practi- 
tioners income from any one or more of the following sources: .. .” 
The word “furthermore” should be deleted. The sources from 
which income will be available to general practitioners in addition 
to the capitation fee represent in the aggregate a sum of over £4 
million. The main sources were listed in the annotatidn but the 
list is not exhaustive. 

In our report last week of the meeting of the Section of History 
of Medicine of the Royal Society of Medicine the last line but one 
in’ column two on page 221 should read “ Liston’s first public 
operation under ether.” 


All communications with regard to editorial business should 
EDITOR, British MEDICAL JOURNAL, B.M.A. House, Tavistock SQuare, 
W.C.1. TeLepHone: EUSTON 2111. TELEGRAMS: Aitiology, 

‘estcent, London. ORIGINAL ARTICLES AND LETTERS forwarded for 
publication are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 

Authors desiring REPRINTS should communicate with the Publishing Manager, 
B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. Authors 
overseas should indicate on MSS. if reprints are required, as proofs are not 
sent abroad. 

ADVERTISEMENTS should be addressed to the 
B.M.A. House, Tavistock Square, London, W.C. 
TELEPHONE: EUSTON 2111. TELEGRAMS: 

MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of the 
Association. TELEPHONE: EUSTON 2111. TeLecrams: Medisecra, Westcent, 


London. 
B.M.A. Scottish OFFice: 7, Drumsheugh Gardens, Edinburgh. 
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